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Legislators 


and 


health education 


by Viktoria 
Steinbiss 





At the next meeting of the International 
Conference on Health and Health Educa- 
tion, to be held at Philadelphia in 1962, 
the following subjects will be tabled for 
discussion : 

Man in his biological environment 

Man in his physical environment 

Man in his social environment 

The choice of these subjects clearly 
indicates that health education covers 
every phase of human life; or, at least, it 
should do so, but in point of fact many 
people are still not quite certain as to 
the exact significance of the terms “ health ” 
and “ health education ”. 

The World Health Organization has 
defined health as being a complete state 
of physical, mental and social well-being. 
Health is not merely the absence of disease. 
For the attainment of ideal health con- 
ditions, certain political, sociological and 
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“It is the elementary and imperative duty of the State to promote 
health education through legislation, wherever possible ”’. 
President of the IUHE for Europe, who has been a member of the German 
Federal Parliament since 1949, describes how German legislators have 
endeavoured to lay down the essential conditions for the protection and 
the promotion of health through a series of measures forming a solid basis 
for a systematic health education programme. 


The Vice- 


economic factors are prerequisites; these 
include peace, adequately paid employ- 
ment for everybody, satisfactory living 
standards, plus social welfare for those 
whose working potential has been reduced 
by age or infirmity. 


High standards 


With this end German 
Federal endeavoured, 
during the last three legislative periods, 
to bring about the above-mentioned 
standards. Such achievements, however, 
are not sufficient in themselves to ensure 
the realization of this ideal of public 
health. Nor can the teaching of health 
rules alone suffice, for teaching is not 
education. 


in view, the 
Parliament has 


Health instruction tends to- 
wards an accumulation of knowledge on 
health matters, whereas education trans- 
forms knowledge into action by promoting 











the adoption of an intelligent attitude 
towards man’s life, his relations with 
his fellow-men and his general environ- 
ment, through the practical and conscious 
application of the acquired learning. 
Health education should therefore be 
aimed at influencing the attitude of the 
whole population, collectively and indi- 
vidually. To this end, the awakening 
of a sense of personal responsibility in 
every sphere of life is of paramount im- 
portance. Each individual must be edu- 
cated, by a series of appropriate measures, 
to watch over his own health as a matter 
of course, taking as starting point the 
principle that his efforts should be aimed 
at the care and improvement of his health 
rather than at the prevention of disease. 
The importance of health from the eco- 
nomic standpoint, however, while duly 
recognized, should not be over-stressed. 
The primary consideration must be the 
preservation of health for the sake of the 
individual himself and as a means of 
attaining a well-balanced life, spiritual, 
mental and physical. In the absence of 
this principle, health education would 
appear as merely a device designed to 
maintain the machinery of the human 
being in good working order for as long 
as possible. Past and present experience 
offers alarming examples of the incalculable 
consequences of such an attitude. 


Essential conditions for health 


The principles defended by the Inter- 
national Union for Health Education, 
aimed at the improvement of health, 
have been incorporated in a considerable 


Dr. Viktoria Steinbiss, the Vice-President of 
the Union for Europe and the President of the 
German Federal Committee for Health Edu- 
cation, started her career as a private practi- 
tioner and retired, this year, as a member of 
the German Federal Parliament. During the 
twelve years she devoted to political activities, 


number of health and social measures 
debated and enacted by the German 
Federal Parliament in recent years. For 
the benefit of the rising generation, a new 
law for the protection of young factory 
workers was passed for the purpose 
of laying down the essential primary 
conditions for the protection of young 
people, newly embarking on their working 
career, against sources of danger arising 
out of industrial production. This law 
stipulates, among other things, that every 
young worker must undergo a medical 
examination for the purpose of ascertain- 
ing whether his physical condition fits him 
for the work which he is proposing to 
undertake. If the examination reveals 
that his health is liable to be endangered 
by certain activities, he must be directed 
towards some other form of occupa- 
tion. 

During the past few decades, progress 
in technical matters and in civilization 
as a whole has been considerably influenced 
by the fact that, not only has modern 
medical science succeeded in eliminating 
many social scourges, but the enlighten- 
ment of the general public in regard to 
the dangers of these diseases has greatly 
contributed towards attaining this goal. 
To ensure the successful eradication of 
social diseases and the promotion of 
public health, the German Federal Parlia- 
ment enacted a law providing for the 
prevention and combating of infectious 
diseases. Scientific progress is taken into 
account in all Federal legislation. The 
law in question specifies, under the heading 
of effective measures for the prevention of 
disease, the improvement of such con- 


Dr. Steinbiss was twice Chairman of the 
Christian Democratic Party. She was awarded 
the Paracelsus Medal, highest decoration given 
to German physicians, and received the Great 
Distinguished Service Medal of the German 
Federal Republic in recognition of her services 
as a member of Parliament. 
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ditions of environment as have been shown 
by past experience to be contributory 
factors in the incidence of diseases. In 
an endeavour to stamp out infectious 
diseases, the same law makes it possible 
parents to have their children 
vaccinated free of charge. The public 
is encouraged to make use of this facility 
by means of wide publicity pointing out 
the advantages of vaccination as a means 
of preventing infectious diseases, especially 
among children. 


for all 


Nation-wide teaching 


The ever quickening tempo of modern 
existence, its growing toll on the physical 
and mental faculties of mankind, the 
constantly increasing demands on_ his 
strength with their inherent dangers, are 
the price man today must pay for scien- 
tific progress. In the fight for the main- 
tenance of health and for its safeguard 
against the dangers with which it is 
threatened, health education has an ever 
more important part to play. In the 
interests of public health, as distinct from 
individual health teaching, health educa- 
tion should be organized on a nation-wide 
basis. Deeming that the best results are 
to be obtained frorn the awakening of a 
sense of responsibility, especially where 
health and public health nursing are 
concerned, the laws enacted by the German 
Federal Parliament have endeavoured 
to avoid State interference and officialdom 
in these matters. Individual liberty must 
be respected at all times despite the per- 
fectionism which legislators and officials 
often find it hard to refrain from practising. 
If public health is to be maintained at 
a satisfactory level, individual health 
education must take second place after 
national health education. By placing the 
various health services—nurses, masseurs, 
technical assistants and physio-therapists— 
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on a legal basis and reorganizing them, it 
has_ been achieve further 
progress in the field of health education. 
Being in permanent with the 
public, the members of these professions 
are able to act as agents for the carrying 
into effect of the results of medical research 
in the matter of health education. In 
the pursuit of their activities, they make 
a direct contribution towards the applica- 
tion of medical measures for the preven- 
tion of disease and for the safeguarding 
and improvement of public health. They 
are able, moreover, to second the efforts of 
the physician by initiating the public into 
the rudiments of healthful living, healthy 
food, the care of the body and gymnastics. 


possible to 


contact 


Promoting a public sense of responsibility 


The main purpose of the new law on 
foodstuffs, recently enacted by the Federal 
Parliament and which entirely 
the former legislation relating to food, 
is to bring about an improvement in 
public health. Under the provisions of 
this law, manufacturers of patent foods 
are compelled to indicate on the wrapper 
all foreign substances contained in them; 
in this way, the consumer is made aware 
of what he is buying and can thus avoid 
products detrimental to his health. Apart 
from the protection it affords, the law 
therefore has an essentially health-educa- 
tional character. 


revises 


As with the law on foodstuffs, the law 
relating to medical supplies is designed to 
arouse and promote public responsibility 
in regard to health education. Before 
the enactment of this law, which, for the 
first time in Germany, places the manu- 
facture of medicaments on a legal basis, 
anybody could produce and sell medical 
supplies without being required to possess 
any specialized technical knowledge. It 
is hoped that, through the introduction 











of measures prohibiting the peddling 
of medicaments, sick persons will hence- 
forth be protected from the dangers of 
trying to treat themselves without medical 
prescription. 


An imperative duty 


It is of course impossible, within the 
limited scope of a summary such as this, 
to mention all the legislative measures 
which go to form the basis of a systematic 
health education programme. I would 
like, however, to point out that, in shaping 
the laws governing its health and social 
policy, the German Federal Parliament 
has always endeavoured to take into 
account the findings and experience of the 
International Union for Health Educa- 
tion. Any law designed to protect the 
public from the dangers threatening its 
health must obviously draw its attention 
to these perils and point out the most 
effective way of guarding against them. 
In my view, it is the elementary and 
m perative duty of the State to promote 


health education through legislation, wher- 
ever possible. 


The most important factor in all 
educational work for health is the training 
of the young. It should be possible to 
train individuals gradually from earliest 
childhood to obey health precepts as 
a matter of course. Furthermore, it 
should be remembered that a child well 
versed in matters pertaining to health 
may himself later become a health instruc- 
tor or even an educator, first of all in his 
own home and eventually in the com- 
munity. 

Every effort should be made to ensure 
that, in the future, the principle of educat- 
ing the public in health matters will be 
put into practice. Health education 
should not be allowed to remain the affair 
of a few idealists conscious of their res- 
ponsibility towards mankind. It should 
be the duty of everybody to help within 
his own sphere, to the best of his ability, 
to bring about the conditions necessary 
for a physically and mentally healthy 
existence. 


Argentina holds first National Congress 


A further step in creating nation-wide awareness of the role and 


importance of health education was achieved in Argentina with the 
first National Congress of Health Education, held in Cordoba, 22 Novem- 
ber - 2 December. The Congress, initiated by the National Department 
of Health Education under the auspices of the Ministry of Social Welfare 
and Public Health, assembled representatives of governmental as well 
as private groups for the purpose of “‘ reporting on concrete experiences 
of health education carried out in the country during recent years ”’. 
This material will serve as basis for Argentina’s report on health educa- 
tion progress to be presented at the International Conference on Health 
and Health Education in Philadelphia, next July. 

Dr. S. Biocca, Director of the National Department of Health 
Education, was first to become a member of the IUHE in Argentina. 
He has now received a scholarship from WHO to study public health 
at the Faculty of Hygiene and Public Health of Sao Paulo, in Brazil. 
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Diagnosis 
before 


treatment 


In medicine, the most important stage in treatment is making a correct 
diagnosis. Collecting the information which can lead to a diagnosis of the 
problem in health education has been neglected in favour of getting on 


by John 
Burton 


It is not for turning a tiny screw that 
we pay the skilled mechanic, but for 
knowing which part to adjust. In human 
affairs such as medicine and education the 
essential complexity of problems is always 
likely to make analysis difficult and to 
tempt us to rely too much on intuition 
and tradition in our solutions. 

Medicine has had a long and hard 
struggle since the days of Leonardo, 
Sydenham and Shakespeare to establish 
among its practitioners an objective ana- 
lytical attitude to the phenomena of disor- 
der in the human mind and body. It was 
comparatively very recently that a great 
medical philosopher, Lord Horder, was 
asked by a young physician what he con- 
sidered the three most important skills in 
the practice of medicine. He replied: 
“ Diagnosis - diagnosis - and diagnosis. 
The first may prevent you from doing 
harm and making a serious professional 
blunder. The second may give you some 
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with the job. The author stresses that this is a mistaken policy and makes 
suggestions whereby diagnostic techniques could form a routine part of 
health education activities. 


understanding of your patient and his 
Situation. The third may help you to do 
something worth while. ” 


By analogy health education is often in 
the situation of being expected to pre- 
scribe “ educational treatments ” without 
having at its disposal the means of making 
a satisfactory “ educational diagnosis ”. 


Although there will always be room for 
the intuitive diagnosis and the wise con- 
clusion of an experienced committee, to 
rely upon such rare qualities is likely to 
lead to frequent disappointment and waste 
of effort. In health education every 
situation presents many aspects and no one 
can be an expert in all of them. Many 
conclusions must be reached on inadequate 
evidence and perfection should not be 


Dr. John Burton, B.A., M.R.C.S., D.P.H., has 
been attached since January 1959 to WHO 
World Headquarters, Geneva, as health educa- 
tion specialist. Please consult the IJHE Vol. I, 
No. 1, p. 4, for further biographical details. 





made an enemy of the good. In seeking 
the best possible diagnosis the health 
worker, to a greater extent than many of 
his colleagues, is attempting a synthesis of 
a variety of different kinds of evidence and 
for several different purposes. The sources 
of evidence may range from geography to 
medical sociology and the purposes from 
evolving a new value system to teaching 
simple health crafts. 

Although the health worker can accept 
and make use of the findings of his spe- 
cialized colleagues, he cannot be bound 
by them. He will always find himself 
having to weigh one set of requirements 
against another and may have to seek 
further information through enquiry and 
experiment. His methods and conclusions 
may appear unfamiliar and inconvenient 
to colleagues trained in a different ap- 
proach and he should make every effort 
to refine and simplify the procedures and 
to put forward suggestions which embody 
the maximum prior thinking and the 
minimum of disturbance to the public and 
the service. However, the health education 
analysis of a situation and the synthesis to 
which it leads is an entity in its own right, 
a professional necessity which must be 
provided for and respected as such. 


Epidemiology of belief and customs 


The term “epidemiology” has been 
quite properly extended in recent years to 
cover the behaviour of a wide range of 
diseases outside the classical infectious 
group. The epidemiology of cancer, acci- 
dents or mental health is now becoming 
accepted. This has necessitated enquiry 
into an increasing number of factors which 
may be influencing the situation. It is 
surprising, however, that with this exten- 
sion of interest so little attention has been 
paid by epidemiologists to beliefs, attitudes 
and customs as factors influencing the 
host’s reactions to disease. Beliefs, like 


disease agents, can be benign, toxic or even 
potentially lethal as, for instance, when a 
tuberculous patient believes that the 
disease is hereditary, not infectious, or 
when a chauffeur has the idea that “ one 
for the road” improves driving. The 
gathering of information on the health 
beliefs and customs of a population and 
the effect these have on the incidence and 
behaviour of sickness may reveal critical 
differences in morbidity between groups. 
The development of health education is 
leading to a position where it may be 
legitimate to consider that concepts and 
methods of epidemiology can be as well 
applied to the health beliefs and customs 
of a population as they can to their actual 
disease patterns. 

The detective methods employed by 
modern epidemiologists are most suitable 
to the gathering of information on the 
health consciousness of a people and can, 
with slight modifications, be adapted to 
the educational purpose. 


Familiarization 


Before drawing up any plan of enquiry 
the health worker needs to familiarize 
himself generally with his human and 
material environment and to understand 
as far as possible his own assumptions 
about them. It is often argued that it is 
a great advantage to be native to the 
situation. Although this is undoubtedly 
true in individual cases, it is not neces- 
sarily so. The local worker has many 
preconceived ideas which may or may not 
be valid. His age or social status may cut 
him off from the actual life of the people 
with whom he is to work, more effectively 
than a detached outsider. It may make 
him too prone to subjective judgements 
and may distort his field of enquiry. 

The first impressions which the health 
worker has of a new situation are often 
of great value and should not be ignored. 
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If he is able to establish satisfactory com- 
munication through language, the major 
aim of the early stages of his work should 
be to mix in the lives of local groups and 
families and get to know some of the 
leading people. Observing the day-to-day 
behaviour in work and leisure, politics and 
religion, women’s activities and the lives 
and pursuits of young people, can help 
towards an understanding of some of 
their assumptions about matters such as 
sickness, age, authority, innovation and 
self-help, and many other general social 
phenomena. Novels and political tracts 
emanating from the society may provide 
suggestions which the health educator 
will find invaluable. Songs, folklore tales 
and the plastic and graphic arts can also 
be important sources of information. 
Local aphorisms should be sedulously 
collected and memorized as they will be 
found important points of contact and 
are an outward sign of sincere interest 
which is well appreciated by the community 
at all levels. If he is well accepted and 
liked, he will often find that he can ask 
many direct questions about beliefs, atti- 
tudes, customs and reasons for the people 
doing things the way they do. Such 
general, informal contact is invaluable in 
designing more formal enquiries and in 
establishing the confidence which is essen- 
tial before people will give information to 
strangers. 


Analyzing the educational situation 


The analysis of the health problem itself 
can be conveniently divided into two main 
parts : 

1. A general analysis which will seek to 
clarify the nature of the problem, its 
primary or secondary character and the 
main influencing factors (historical, tech- 
nical, environmental and administrative). 
2. A detailed study which will be reserved 
for the relevant beliefs and customs of 
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those at risk, the structure of their social 
and domestic life and the means of com- 
munication between members of the com- 
munity and with the outside world, which 
includes the health workers themselves. 

The results of these diagnostic enquiries 
should serve as part of the base-line of 
any future evaluation, against which 
changes can be measured. The base-line 
will not be complete unless the original 
aims of the education and the stages 
through which it is intended it should pass 
are recorded at the outset. 

The general analysis is an attempt to 
break the problem down into its main 
component parts. The purpose of this is 
to make sure that no relevant aspects are 
overlooked. Whether in fact one can do 
anything about some of the aspects, one 
should be aware of them if one is to take 
a decision on the role of education. In 
some projects such as immunization, the 
components are relatively few and easily 
identified. In others, such as nutrition, 
they are many and complex.! 

In the analysis of any problem it is 
necessary for the health educator to know 
the administrative structure of the health 
authority and the policies and services 
it provides; the history of previous health 
measures; the epidemiology of the disease 
in question; the technical measures for its 
control and their effectiveness; the popula- 
tion at risk. To these may be added various 
other relevant headings according to the 
health problem under consideration. 

In carrying out such an analysis for a 
programme designed to improve nutrition, 
the health educator would have to con- 
sider : 

1. Soil, climate, water supplies. 

2. Land tenure. 

3. Food politics : national or local food 
policy, taxation, subsidy. 


? Burton, J. (1960) The introduction of the potato in 
Ireland and England. 





4. Food production, storage, processing. 
5. Food utilization : home consumption 
or sale. 

6. Food distribution and marketing. 

7. Medical and public health nutrition 
problems. 

8. Food habits, budgeting. 

9. Social and cultural factors related to 
health. 

10. Educational and public relations prob- 
lems: economics of nutrition education. 

Such a breakdown will indicate the 
groups of people who may have to be 
included in the educational work and give 
an idea of the size of programme and the 
staff required to tackle it. From this also 
priorities for action can be suggested. 

In most societies some of this informa- 
tion will be available in annual reports of 
health authorities or in surveys by econo- 
mists or anthropologists. Market research 
reports by important commercial com- 
panies trading with the area may exist, even 
though official records are few. 


The particular analysis is based on a 
more detailed examination of the last three 
items in our general list, as it is these which 
provide the main components of a people’s 
consciousness of health and will form the 
objective basis for educational planning 
and evalution. 


Health consciousness develops in indi- 
viduals and groups unconsciously through 
traditional beliefs and customs, and con- 
sciously as a result of experience of health 
problems. It is also influenced by legal, 
service and educational activities intro- 
duced by health authorities and others. Its 
principal elements are recognition, belief 
and knowledge, attitude and custom. The 
behaviour of people regarding health is a 
function of their health consciousness and 
the material level of their environment. 
In so far as their behaviour depends on 
their health consciousness it is important 


to know whether the population at risk 
recognizes that any deficiencies exist in 
their health and if so, what they believe 
about the situation, whether they think it 
matters and finally, what they usually do 
about it. These stages represent the usual 
steps which lead an individual from un- 
awareness to action and are a useful 
measure of the educational resources of 
the group. 

In so far as behaviour is determined by 
the environment in which individuals and 
groups live, the assumption behind the 
educational diagnosis is that the most 
important factors in the environment of 
human beings are the other human beings 
in it. In this sense, the social structure 
may exercise a decisive influence on an 
individual’s behaviour. The diagnosis 
must reveal the people who are the major 
influences in the family and community 
regarding health; the principal “ author- 
ities ” to whom people turn regarding the 
particular ailment or problem, and where 
the actual responsibility lies. The com- 
munication of ideas from person to person 
and through impersonal means is one of 
the most important aspects for study. 
They will vary widely from place to place, 
but in most communities, apart from the 
recognized authorities such as doctors, 
nurses, and school-teachers, groups of 
friends are an important centre of exchange 
as are shop-keepers and even transport 
drivers. 

A formula for collecting the basic 
minimum of information which has been 
adopted for the purpose of enquiries 
into diarrhoeal diseases, trachoma and 
malaria, may be useful, with suitable 
modifications, to many other conditions 
such as malnutrition, accident prevention 
or even mental ‘health. 

The following is an example of a sched- 
ule of questions suitable for the study of 
malaria consciousness. 
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Collection of data for health education 
in malaria eradication 

The following questions are not intended 
to provide precise or final answers but to 
give the health worker a useful framework 
for making a diagnosis of the ideas and 
customs of the people for whom he is 
working. Prompting may be needed but 
the purpose is to elicit opinions rather 
than facts. 

The questions must be tested in the local 
setting for comprehensibility and it is 
wise to have several methods of asking the 
same question so that the respondent can 
be put at ease. For this reason also, the 
questions are put in the “ open-ended ” 
form and do not require precise answers. 
It may be found preferable, particularly 
where people are suspicious of questioners, 
to incorporate the questions in a general 
free conversation or group discussion. 


The person interviewed 

The interviewer 

(a) Age, sex and occupation, position in 
household, address. 

(b) Recognition (The questions are design- 
ed to find out whether the respondent 
realizes that any problem exists.) 

1. Is there much fever in your village? 

Does any member of your family get 

attacks of fever? 

Has any member of your family had 

attacks of fever? 

Describe them to me. 

What do you call the fever? 

Belief and knowledge 

When do the attacks of fever happen? 

What do people (do you) think causes 

them? (It is often better and puts the 

respondent more at ease to ask the 
question, “ What do people think? ”. 
before asking “ What do you think? ”. 

The answers are often different.) 

3. Do you know of any way of treating 
them or preventing them from hap- 
pening (any medicines or rituals)? 


N 


Se a 
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(d) Attitude 

1. Do people (you) think the condition 
matters much? 

2. Do you think anything can be done to 
prevent it happening? 

3. Do you think any of the treatments are 
any good? 

4. Who do you think should be respon- 
sible for seeing something is done? 

5. Would people (you) be prepared to 
help the authorities if they decided to 
do something? 

(e) Behaviour 

1. What do people (do you) do now if 
they get the fever? 

2. Whom do they (you) consult for 
treatment? 

3. What treatments do you think best? 


At this stage the respondent should be 
asked : What do you (the people) think 
the survey team (doctor’s name) has come 
to do? (This may reveal a hostile, friendly 
or suspicious attitude to health services 
generally.) 

At this stage a brief explanation is 
given of the objectives of the team and 
the need for volunteers to help. The 
respondent is asked how he would suggest 
setting about achieving the objective in the 
community. Specific mention should be 
made of the need to take blood samples 
and the operation of spraying. 

(f) Social structure 

1. Who do you think are the most 
important people to see in order to 
make the work successful? Is there 
anyone else you can think of who 
would be helpful and who is not in 
an important position? 

2. Whom should one talk to about such 
matters in the family? 
Grandfather, grandmother, 
mother, sons, daughters? 

3. Is there anyone in your family who 
would help? 


father, 





4. What is the best way of meeting the 
people, or letting the people know 
about the malaria project—meetings, 
house-to-house visits, radio, mews- 
papers, through shop-keepers, post- 
men, schools, etc.? Could people 
read a poster like this one? (Show a 
poster with writing.) 

5. What are the most convenient times 
or places, etc., for carrying out (a) 
blood-sampling; (b) spraying? 

Some of these items of information may 
prove hard to ascertain. It may only 
be possible to report in general terms and 
one should not be disappointed if it proves 
impossible to record an exact quantitative 
result. We are more interested at this 
stage in obtaining the range and the mean 
of opinion on any subject and particularly 
the views of the influential few. We are 
concerned primarily in finding evidence 
of lethal ignorance or belief and in under- 
standing what the community considers 
normal. 


A complex work 


Although no pattern can be set for 
gathering such information, the health 
educator will need to give considerable 
thought and trial to the types of questions 
he asks and the manner of asking them. 
In some cases, with literate and sophis- 
ticated people, a questionnaire may be 
sufficient but this is rare as the error of 
interpretation, even in the most carefully 
devised question, is considerable and in 
all cases personal interviews should play 
an important part so that questions may 
be framed in several different ways. Where 
there is a high level of confidence between 
the health workers and their public, 
direct questions in the course of conversa- 
tion may be all that is required. In other 
cases where there is diffidence or suspicion 
towards outsiders, an indirect approach 
using a group discussion technique based 


on a local incident; dramatic stimulation 
with a problem posed by a film strip, 
playlet or film; or a multiple choice 
flannelgraph may sufficiently relax the 
tension to enable the free expression of 
views. In the clinical interview an ideal 
situation can be created by the doctor or 
nurse who is skilled in asking questions. 
He may ask a mother to tell him how she 
is going to feed her child; what a healthy 
baby’s stool should be like; how other 
people deal with various forms of sickness 
of infancy and why; what she or her 
mother recommends for weaning, toilet 
training, etc. On this foundation he can 
build up a picture of the point of view of 
the woman herself, but equally important, 
of the prevailing views in her family and 
social group. 

The investigator will soon appreciate, 
however, that very few groups are homo- 
geneous and that most communities are 
composed of factions. Although this is 
less important in health than in other 
matters, it can become acute, as in the 
controversy over fluoridation of water 
supplies. Even though it may not amount 
to a faction, most societies, however 
conservative they may appear, generally 
contain a few innovators who are prepared 
to try new things and defy the prevailing 
opinion. These are particularly important 
people to find and to cultivate. 

The most valuable result of a good 
educational diagnosis is that it provides 
the health worker with a clearer idea of 
the minimum changes in the customary 
pattern which will improve the situation 
and relieve the distress. All educational 
work is slow and complex and if, from the 
mass of things which might be done, the 
very few which will make a critical dif- 
ference can be identified, the health 
educator can concentrate on these and his 
diagnostic labours will have been amply 
repaid. 
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In memoriam: 


Zenjuro Inoue 


The death of Professor Zenjuro Inoue, in November 1961, is 
recorded with deep regret. His loss deprives the Union of its 
Vice-President for the Pacific Region at a moment when health 
education is receiving growing attention in that quarter of the 
globe. 


At the time of his death, Professor Inoue was Emeritus Pro- 
fessor at the Hokkaido University where he held successively the 
posts of Professor, Chief of the Hygiene Laboratory and Dean of 
the Medical Department. A public health leader in Japan, Pro- 
fessor Inoue made a major contribution in the field of hygiene 
and environmental sanitation, to which he devoted a number 
of publications including several text books for medical students: 


” 


** Modern Hygiene ’’, ‘« New Hygiene ’’ and ‘* New Hygiene and 
Public Health’’. Professor Inoue had been, for many years, a 
leading officer of many voluntary health organizations. In the 
field of health education, he was specially concerned with the 


education of rural populations. 


His loss will be keenly felt among Japanese health circles as 


well as among his international friends. 
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Health education 
in 
malaria eradication 


How does health education contribute to malaria eradication pro- 
grammes? Why is it so important that health education start functioning 
at the early planning stages? What training for education responsibilities 
can be given to malaria workers ? What is the scope of educational activ- 
ities during each phase of malaria eradication? These questions are con- 
sidered by the author on the basis of her experience in the Jamaica Malaria 
Eradication Programme and discussions with senior officials from many 
countries who have attended the three-month courses offered at the inter- 
nationally sponsored Malaria Eradication Training Centre in Kingston, 


by Vivian 


Drenckhahn 


Jamaica. 





Health education in malaria eradication 
as in other public health programs, is 
based upon the premise that all malaria 
workers need to carry out educational 
activities in their day to day work and 
to understand and appreciate the educa- 
tional responsibilities of others working 
in the program. This premise implies 
that all workers will have the opportunity 
to develop confidence and skills in carrying 
out their educational duties. Unlike some 
public health programs, malaria eradica- 
tion has carefully timed phases and, for 
scientific reasons, each phase must proceed 
on schedule. Moreover, the program 
which extends over a period of about 
eight years, requires the cooperation of 
the people throughout this period. These 
aspects of malaria eradication profoundly 
affect health education activities and make 


it essential that the latter become a part 
of the program from its very early stages. 


Aims in health education 


In many countries, large portions of the 
population may be included in the eradica- 
tion area. In some countries for many 
people, the eradication program may 
provide their first experiences with a 
health service. Whatever, the circum- 
stances, the opportunities for health 
education are challenging and the need 
is great. Education about malaria must 
reach the householders, the various leaders 
at all levels, the personnel from agencies 
and organizations working throughout 
the country, particularly in local areas, 
and all malaria personnel, especially 
those who enter the homes and who are 
in contact with the people. 
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In general, health education aims to 
develop an understanding of the purposes 
of malaria eradication and an appreciation 
of its values; to promote harmonious 
relationships between the malaria eradica- 
tion personnel and the people; to obtain 
the cooperation of many persons, over 
a period of years, in opening their homes 
for spraying, in reporting fevers, in giving 
blood samples and in taking treatment 
if necessary; and lastly, to maintain the 
high morale of all workers throughout 
the program. In addition, there will be 
other specific objectives depending on 
specific needs. To accomplish these aims, 
sound planning for the educational activ- 
ities is required.? 


Planning for health education 


The planning which takes place is of a 
two-fold nature, i.e., the development of 
operational schemes for educational activ- 
ities, based on information obtained from 
pertinent sources, and the administrative 
and budgetary provision for health educa- 
tion services in malaria eradication. 

In addition to the statistical data about 
malaria in the country, the plans for 
education must take into consideration 
the people’s pattern of living and their 
culture. It is important to know about 
their beliefs about malaria; the availability 
of health services and other services such 
as agricultural programs, or community 
development projects; prevailing attitudes 


“ Almost all of my professional work has been 
in the field of health education” writes Miss 
Vivian V. Drenckhahn, the author of the article. 
“ My early experiences as a health educator 
were in demonstration areas in New York 
State and in Michigan. During World War II, 
my work took me to Washington D.C., with the 
U.S. Office of Education and later with the 
War Food Administration. After the War, I 
joined the staff of the National Tuberculosis 
Association in the interesting capacity of direc- 
tor of its health education services. Since 1952 
I have been with the World Health Organization, 
first as adviser in health education in the Euro- 
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toward social programs; the educational 
level: the availability of schools; the 
teachers’ role in the community; the use 
of different languages; and sources of 
information in a community. It is like- 
wise essential to know tribal customs 
and religious customs. Information about 
the resources, particularly of community 
organizations at all levels, and of the 
leadership available, will be of great use. 
In fact, this information is essential when 
developing the health education phases 
of the program. 

In some countries, professionally qua- 
lified health education specialists may be 
available to assist in malaria programs 
on a full time basis from the early stages. 
If a health education specialist is not 
available, careful consideration should be 
given to recruiting a qualified person for 
professional preparation in health educa- 
tion. 

The budget for health education services 
should provide funds for items such as 
fellowships, salaries of personnel, transport 
and transportation costs, educational ma- 
terials, supplies and equipment. Funds 
are also needed for training malaria 
workers in education through intensive 
short courses or similar schemes.* 


Training for health education in a national 
program 


Training of the different categories of 
malaria workers in health education is 


pean Regional Office, and subsequently in the 
South East Asia Regional Office. In 1959 I 
came to Kingston, Jamaica, where I am teaching 
at the internationally sponsored Malaria Era- 
dication Training Center (Kingston, Jamaica) 
and serving as a WHO health education consul- 
tant to the Jamaica Malaria Eradication Pro- 
gramme. 

“As a native of Minnesota, I studied at the 
University of Minnesota, where I received a 
a B.S. degree. In further professional studies 
received an M.S. degree from Cornell University 
(Ithaca, New York) and a M.P.H. from the 
Massachusetts Institute of Technology.” 





essential during the preparatory phase 
and periodically thereafter as workers 
assume new responsibilities or as they 
require additional skills during the pro- 
gress of the program. In Jamaica, at 
the request of and in collaboration with 
malaria eradication officials, the health 
education staff of the Ministry of Health, 
assisted by the ICA (International Co- 
operation Administration of the USA) 
Adviser in Health Education and the 
WHO Consultant, carried out intensive 
training courses for supervisory personnel, 
i.e. public health inspectors (working as 
brigade chiefs) and evaluators. They 
also helped in conducting a series of 
educational activities for health depart- 
ment staff who serve as collaborators, for 
other professional groups and community 
leaders. The health education staff assists 
the public health inspectors (brigade 
chiefs) in training activities for spray- 
men, headmen (squad chiefs) and notifiers. 
All training courses are based on the 
needs of trainees as determined through 
observations, questionnaires and discus- 
sions. As an example, the agenda of a 
three-day workshop in health education 
for sixteen public health inspectors (brigade 
chiefs) during the attack phase, included 
the following : 


Symposium: 
Progress of the malaria eradication pro- 
gram in Jamaica and today’s challenge 


Talk and discussion: 

What is health education ? 

How do people learn? 

How can good relationships with the public 
be developed ? 

Panel: 

What needs to be done on the Parish level 
(similar to a province) for health education 
in malaria eradication ? 

Demonstration: 

How to use teaching aids (i.e. flannelgraph, 
broad sheet, flash cards, flip chart, pam- 


phlets, posters, film strips) in educational 
activities on malaria. 


Individual assignments: 

Formulate a plan for education relating to 
malaria eradication for your Parish. (These 
plans were mimeographed, distributed and 
discussed during the last day of the work- 
shop.) 

The preparation of a flip chart or set of 
flash cards to use in educational work in 
your Parish (Scripts previously pretested 
and various materials necessary for making 
a visual aid were available. The health 
education staff were on hand to help). 


Role playing: 
Depict the approach of the notifier, the 


sprayman and the evaluator to the house- 
holder. 


Group work: 

Plan a meeting for community leaders in 
the Parish for the purpose of interpreting 
the MEP and winning support for it. 

Plan a local meeting to be held for the 
purpose of explaining the MEP and of 
obtaining the people’s cooperation. 

Plan a one day session for training notifiers, 
foremen and spraymen for their educa- 
tional responsibilities. 

Talk and discussion: 


How to obtain assistance in health educa- 
tion in malaria eradication in your Parish. 


Summary and evaluation * 


Health education in an international 

training center 

The Malaria Eradication Training Center 
(METC), sponsored by the World Health 
Organization, the Pan American Health 
Organization, the International Coopera- 
tion Administration of the USA (WHO, 
PAHO, ICA), and the Government of 
Jamaica, offers courses regularly for 
senior officials working in malaria eradica- 
tion, and occasionally for junior officials 
(sanitarians). These officials come from 
countries in many parts of the world. 
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Enrolled in the courses for senior officials 
are physicians, entomologists, malario- 
logists, engineers, scientists, and other 
officials. Altogether, there have been 
201 trainees in the courses for senior 
officials, and all participate in the health 
education sessions. Only seven of the 
201 trainees were qualified in health 
education but an additional two health 
education specialists participated in the 
health education phase of the course. 
However, two of them expected, upon 
return to their countries, to have res- 
ponsibilities in malaria eradication other 
than health education. These figures 
seem to indicate that many health educa- 
tion specialists now working in malaria 
eradication on a full time or part time 
basis may have had little, if any, prior 
orientation in the philosophy and practice 
of malaria eradication. 

In the three month senior officials’ 
course offered at the METC (Jamaica), 
approximately 35 hours out of a total 
of around 380 hours are now allocated 
to health education. Health education is 
also integrated in related aspects of the 
course, particularly in the general prob- 
lem related to developing a plan for 
malaria eradication, which is a major 
class assignment. The courses for junior 
officials extend over a two month period, 
so the time allocated to health education 
is correspondingly less than in the longer 
courses. 


Problems identified 


Prior to teaching the educational aspects 
of malaria eradication, trainees are given 
the opportunity to indicate what they 
consider to be major health education 
problems in malaria eradication and what 
they would most like to learn in the educa- 
tion sessions. In one class of senior 
officials the major problems listed, for 
example, were : 
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The people’s misconceptions about malaria 
Lack of public support and acceptance 
Educating the public on the purpose of 
eradication 

Lack of cooperation of other officers 
Planning and organizing training activities 
in health education 

Giving malaria eradication workers enough 
information to stimulate enthusiasm and to 
sustain interest among local people 

Lack of health education specialists and 
lack of funds for health education. 


The areas of work that this class wanted 
most to consider were : 


Mode of approaching the public 

How to promote Government and public 
support 

The ability to “ sell” a program 
Techniques for attaining national awareness 
Procedures of health education in all 
phases of malaria eradication 

Best ways of carrying out education activ- 
ities in rural areas where illiteracy, poverty, 
and misleading or unscientific conceptions 
prevail 

Methods of organizing courses for the 
preparation of non-medical personnel in 
health education, and how to conduct them 
The role of the health education specialist 
in the program 


How to combat refusals. 


In addition, during class discussions 
other problems are brought out, which 
are often related to specific situations 
experienced by members of the class 
in their malaria eradication work. 


Study areas 


In the major areas included in the 
sessions allocated to education, special 
attention is given to the interests of trainees. 
These interests are encompassed in the 
broad areas covered, which include : 





Modern concept of health education; how 
people learn; good human relationships 


Objectives of health education in malaria 
eradication 

What information about the people and 
the community in which they live, is essential 
for sound planning; where and how can 
this information be obtained 

Planning and initiating educational work 
at the national provincial and local levels, 
taking into consideration the culture, the 
needs and the resources 

The scope and nature of educational activ- 
ities to meet the requirements of each 
phase of malaria eradication, i.e. prepara- 
tory, attack, consolidation, maintenance and 
surveillance 

What to include in health education training 
programs for different workers such as 
spraymen, squad chiefs, brigade chiefs, 
evaluators, volunteers, or informers, and 
how to conduct these courses 

Integration of education about malaria 
eradication in national programs, i.e. 
education, agriculture, community develop- 
ment and others 

Coordination of educational activities at all 
levels 

Principles of education; methods and media 
of education with particular reference to 
their use in malaria eradication 

Pretesting methods and materials ; evaluation 
Mass information to supplement individual 
and group work 


Organization and budget for health educa- 
tion in malaria. 


To supplement class discussion, mem- 
bers of the class also work individually 
and in groups on a series of practical 
problems relating to malaria eradication. 
They observe educational activities carried 
out in health centers, clinics, schools, 
industrial plants, the market place, or 
the village center. They may see training 


sessions for spraymen or attend a meeting 
on the progress of malaria eradication 
for health department staff. During a 


visit to the Bureau of Health Education, 
they discuss ways in which the staff has 
worked in malaria eradication from the 
beginning of the program. They hear 
from leading citizens how their organiza- 
tion or group can assist or have assisted 
in educational work relating to malaria. 
It is through these experiences that the 
perceptive trainee gains insights of the 
place of education in malaria eradication.* 


Education of the public about the program 


Activities to be initiated during the 
preparatory phase have already been 
brought out. When pilot studies relating 
to eradication are being started, this is 
the time to integrate educational opera- 
tions in the pilot study and to test the 
effectiveness of educational schemes, their 
methods and materials. This is the time 
to train malaria personnel for their 
responsibilities in health education and 
to enlist the cooperation of leaders at 
different levels. This is the time, too, 
to work with the people in the affected 
areas on the values of malaria eradication, 
the nature and length of the program, 
and how they can participate in it. If 
these activities are left to a later time, 
the program is seriously handicapped. 


During the attack phase, when spraying 
operations are being extensively carried 
out, it will be necessary to focus attention 
on the purpose of residual spraying, its 
limitations, and how the householder 
cooperates prior to spraying, during 
spraying and after spraying. If pre- 
service training has been effective, the 
notifier, the squad leader and the spray- 
man will know how to approach the 
householder, how to explain briefly and 
accurately the purpose of their work, 
how to answer key questions put to them, 
to whom to report questions that they 
cannot answer, and how to take their 
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departure. In-service training will be 
required, of course, regularly throughout 
the program, and as new workers are 
recruited they too need to be trained. 

During the attack phase, the people 
will also learn through educational activ- 
ities why they should report fever cases 
and to whom; why blood smears will be 
taken from fever cases, periodically from 
babies under a year of age, and from other 
groups during surveys. The need of 
treating all infected persons and the 
fact that treatment is given without charge, 
are other important parts of the educa- 
tional message. Timely information 
through the press and radio supplements, 
strengthens and rounds out educational 
work. Since the attack phase extends 
over a period of three years or more, 
extensive education can be carried out 
by person to person teaching and by 
discussions with leaders at all levels, 
professional groups, school groups and 
other community groups. Through these 
activities it is possible to develop good 
human relationships, to provide accurate 
information, to correct misconceptions and 
to obtain the continuing participation 
of the people. 

During the consolidation phase, malaria 
workers need to be prepared for new 
responsibilities, directed toward finding 
every case of malaria. Through educa- 
tional activities, the progress already 
made and what remains to be done is 
pointed out. Emphasis is placed on the 
need for reporting all fever cases, the 
importance of giving blood smears and, 
if infected, taking treatment. Through 
pre-service and in-service training, the 
evaluator, the informer and the collabo- 
rator should know how to conduct a 
skilful interview, and how to encourage 
continuing cooperation. During con- 
solidation, educational work also helps 
to prepare public health personnel for 
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their work during the maintenance phase 
to follow. Appropriate and _ periodic 
discussions relating to the progress of 
the program help to maintain high 
morale. Each phase of malaria eradica- 
tion has its unique and pressing problems, 
and the educational activities must be 
keyed to prepare the worker to meet 
these problems satisfactorily. 


The health educator’s contribution 


Indirectly, the role of the health educa- 
tion specialist has been delineated through- 
out the paper. Working preferably as 
a member of the MEP staff under the 
director, and in close collaboration with 
other technical units, the health education 
specialist assists with organizing and 
conducting training schemes for preparing 
malaria workers for their educational 
responsibilities. He helps in developing 
operational plans for educational activ- 
ities to reach leaders at all levels of the 
area to be included in the program, as well 
as the people in this area. He helps to 
enlist the cooperation of individuals 
and groups in carrying out these plans. 
He usually is given responsibility for 
preparing materials, pre-testing methods 
and materials to use in educational 
activities, and developing techniques for 
evaluating the success of the educational 
phases of the program. In order to carry 
out these and other duties, it is essential 
that there be close communication with 
the staff responsible for the operational 
phases of the program at headquarters 
and with actual operations in the field. 


Summary 


A malaria eradication program proceeds 
at a rapid tempo, usually reaches a large 
proportion of the population, and utilizes 
a sizeable staff. The program necessitates 
the full cooperation of the people in 

















most unusual ways. The people in 
malarious areas must open their homes 
for spraying once or twice a year during 
the attack phase, and their participation 
is further required throughout the pro- 
gram in reporting fever cases, in giving 
a drop of blood for making a smear, and, 
if infected, in taking treatment. 

Broadly based, effective and intensive 
educational work using many approaches 


is required from the earliest stages of 
the program to achieve this type of 
cooperation. It can only be attained 
when the people appreciate fully the 
values of eradication, have confidence in 
the staff, and know how and why they 
are to participate. Health education in 
malaria eradication is indeed a challenge 
and offers opportunities of great magnitude 
to demonstrate its role in public health. 
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1960. 
Did ... Czechoslovakia organizes each year, since 1952, at least one course 
you of two to three weeks for the post-graduate training of doctors in health 
know education, with 20 to 25 participants each time? 
that ... in addition, five courses of 6 to 12 weeks have been organized since 


1956 for doctors who wish to specialisz in health education. Seventy 
doctors have thus become experts in this field. At the moment, 150 
doctors work in Czechoslovakia as health educators, assisted by more 
than 400 auxiliary personnel. 

... the Central Institute of Health Education in Prague published 
this year 97 brochures, posters, pamphlets and other health education 
material which has been distributed in more than four million copies. 
... the regional and local health education centres are preparing for 
1962 the publication of 358 brochures, manuals, posters, etc. including 
46 for industrial workers, 40 for families in rural regions, 60 for children, 
25 for adolescents, 30 for women, 40 for different categories of sick 
persons and 116 on different subjects. 

... Czechoslovakia, which has 13,5 million inhabitants, organized in 
1960 more than half a million lectures, courses, short plays and other 
activities of an education character in the field of health? 

... the Central Institute of Health Education in Prague will produce, 
en 1962, ten new health films, five documentaries and two film strips. 
Regional centres and amateurs are preparing, on their side, a dozen 
other health education films. 
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by Participants in the International Conference on Health and Health 
Education will be staying for a week or more in Philadelphia. What kind of a 


Abe S. Rosen 
and 


city is this vast metropolitan centre, the fourth largest in the United States? 
This article describes the impressive transformations that the city has under- 


gone during the past decade and how it has become today ‘‘ an acknowledged 


J. Morrison 


Philadelphia, the city that began in 
1682 as a “ greene countrie town ”, after 
almost 300 years is again approaching the 
appearance sought by its founder, William 
Penn. Although in the interim it has 
grown into a vast, thriving metropolis, an 
extensive redevelopment program is bring- 
ing back into the city generous open 
spaces, green grass, trees and recreational 
areas. 

Penn was a man of vision, but even he 
could not have foreseen the great changes 
wrought in his tiny colony. From the 
original two square miles it has grown to 
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leader in attacking problems common to most major population centres ”’. 


129; from the 400 persons who lived 
here in 1683 the population has become 
two million; the city is now the center of a 
thriving metropolitan area where some 
4.5 million people live. It is fourth in 
population, second in total shipping 
tonnage and first in foreign commerce in 
the United States. 


A historic site 


Known as the “Cradle of Liberty ”, 
Philadelphia and its immediate environs 
contain more historic structures and 





mementos of America’s birth than any 
comparable area. Here in the original 
capital, Washington, Jefferson and Frank- 
lin lived, walked the streets, and mapped 
the future of the Nation. Here the Decla- 
ration of Independence and the Constitu- 
tion of the United States were conceived, 
born, and presented to mankind. 


The original Old City area where most 
of these historic events occurred is now 
undergoing redevelopment as part of an 
extensive city-wide program of urban 
renewal. 


The deteriorated commercial buildings 
which had hemmed in the Nation’s most 
hallowed historic shrines have been de- 
molished, and these graceful Colonial 
structures are being surrounded by park- 
land, as they were when first erected. Ina 
few years the area is expected to become 
a prime residential neighborhood within 
easy walking distance of the central 
business district. 


Among other things, redevelopment of 
this Old City area has made it possible 
for Philadelphia to have the most modern 
Food Distribution Center anywhere. Since 
Colonial days, the city’s wholesale food 
market had centered in Dock Street, close 
to the waterfront and in the heart of the 


Mr. Abe S. Rosen is responsible for Philadel- 
Phia’s public information, community relations 
and ceremonial activities. Under his guidance 
the city has become a leader in imaginative 
public relations: it has received the Government 
Public Relations Association’s top award for 
its all-around programming, and the American 
Public Relations Association Silver Anvil award 
in 1958. Mr. Rosen brought to his post a back- 
ground of 24 years in newspaper and public 
relations work in Philadelphia, and two years 
in the Army during World War II, when he 
served in the China-Burma-India theatre as an 
editor of the China edition of “ Stars and 
Stripes”. Since 1947, Mr. Rosen has specia- 
lized in public relations, publicity and promotion 
work, including two years as promotion director 
of Philadelphia’s port and airports. He was 
also special events coordinator for the City 
during that period. 


Old City—a dirty, crowded thoroughfare 
lined by ancient, loft buildings. 


These have now been demolished and 
the food merchants have been relocated to 
a spacious, clean, modern Food Center 
covering 388 acres—formerly the site of 
a noxious burning dump. Located at the 
intersection of major express highways, 
adjacent to the City’s International Airport 
and wharf and rail facilities, the Food 
Center can distribute fresh produce and 
seafood overnight to some 25 million 
consumers within a 100 mile radius—a full 
day faster than was previously possible. 
Equipped with modern freezers and 
mechanical handling facilities, the Food 
Center has virtually eliminated the spoilage 
problem which formerly cost the industry 
and the consumer $6 million a year. 


A model community 


Another redevelopment undertaking 
worthy of note is the Eastwick housing 
project, largest in the Nation. This 2500 
acre area has been the most poorly devel- 
oped in the city, much of it lying below 
grade, lacking adequate drainage, thereby 
providing an ideal breeding ground for 
mosquitoes. 

It is now being brought up to grade 
level by filling in with eight million cubic 
yards of earth, a four-year task. 


When he came to Philadelphia in 1954 to 
assume the direction of the Convention Bureau, 
James A. Morrison had already accumulated 
24 years’ experience in Convention work in 
Pittsburg, New York, and Boston. He had 
also directed, during the War, a feeding pro- 
gramme caring for 22000 people daily. The 
Convention Bureau in 1954, had an operating 
budget of $ 88000. Today the budget has 
more than doubled to $ 185000. The annual 
convention volume in Philadelphia has been 
raised in the past 7 years from $ 14 million to 
more than $ 40 million. Latest achievement: 
on1 November 1960 the Philadelphia Convention 
Bureau moved into its lovely new Hospitality 
Center Building—a project initiated by Mr. 
Morrison three years ago. 
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Until recently about 19,000 persons 
lived in Eastwick, mostly in scattered 
single homes. When completed, the new 
Eastwick will be a model community of 
about 60,000 residents living in 10,000 to 
12,000 new, attractive homes with land- 
scaped streets and private parking. Com- 
mercial and industrial areas will be sepa- 
rated from but easily accessible to residen- 
tial districts. The community will have 
its own schools, health center, police, fire 
and recreational facilities. 

While the Old City (Washington Square 
East) project, Food Distribution Center, 
and Eastwick are striking examples of 
Philadelphia’s modern redevelopment, they 
by no means stand alone. The program is 
city-wide in scope, ranging from conserva- 
tion of neighborhoods which are basically 
sound but just beginning to be infected 
by blight to total demolition and re- 
construction of irreparable old housing. 


In 1980... 


This program is being carried out in 
accordance with a master plan, completed 
in 1960, which projects the city’s growth to 
beyond 1980 and anticipates the public 
and private facilities which will be required 
by that time. It includes housing for all 
income groups, highways and mass trans- 
portation, school and university expansion, 
recreational facilities, center-city business 
redevelopment, industrial expansion, sea- 
port and airport improvement, sewage, 
water, public health and safety facilities. 

In the process, slums and blighted 
areas are being demolished or rehabilitated 
up to specified standards, which inciden- 
tally are higher than those existing in 
most major cities. 


Obviously, a program of such magnitude 
calls for vast expenditures. A total public 
investment of nearly $3.5 billion is esti- 
mated. 
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In the City’s total redevelopment 
scheme, institutions play an important 
role, since these are the anchors around 
which neighborhoods can be rebuilt. The 
University of Pennsylvania, Temple Uni- 
versity, Drexel Institute of Technology 
and the Philadelphia General Hospital are 
all greatly expanding their classroom, 
laboratory, student housing and student 
activity facilities, while expanded facilities 
are in the planning stage for Hahnemann 
Medical College, Jefferson Medical Col- 
lege, St. Joseph’s College and Pennsylvania 
Hospital. 

Jefferson Medical College, already the 
largest private medical school in the 
country, has announced plans for a $40 
million expansion program that will triple 
its physical space, permit greatly enlarged 
research facilities and a substantial increase 
in teaching capacity. 


Philadelphia, of course, is known inter- 
nationally as a center of medical education, 
and students come from all over the world 
to attend its five medical schools and 45 
general hospitals. In addition some of the 
country’s principal pharmaceutical firms 
have their plants and laboratories within 
the city or its environs. 


As noted above, private industry too 
has a major role to play in the improve- 
ment of Philadelphia. The city has a 
widely diversified industrial base, embra- 
cing 85 percent of all the categories of 
industries listed by the United States 
Department of Labor. It is the largest 
petroleum refining center on the East 
Coast and second largest in the nation, 
as well as a major steelmaking and metal 
fabricating center. In recent years elec- 
tronics has assumed a leading role. Other 
important industries include chemicals, 
plastics, paper, sugar, machinery, paint, 
shipbuilding, textiles, construction and 
banking. 





Since its earliest days, Philadelphia has 
been a center of foreign commerce, and 
today the vessels of more than 100 ship- 
ping lines link the city with 273 ports in 
75 countries. Because of its location 
90 miles inland on the Delaware River, 
its deep-draft channel and modern water- 
front facilities, the city can handle cargoes 
to and from the Midwest a full day faster 
than other coastal ports. For the first 
time in more than a century, Philadelphia 
has again become the nation’s leading 
port for foreign commerce, moving 100 
million tons of import and export cargoes 
a -year. 

The city’s International Airport, serving 
the entire Delaware Valley area, is one of 
the leading air terminals in the world. It 
was among the first in the nation to prepare 
for the jet age, and now serves more than 
two million passengers a year. A second, 
smaller airport exists especially for private 
and company planes, and the city’s first 
heliport was recently inaugurated. 


New approach in mass transportation 


An important aspect of municipal 
progress is mass transportation, and here 
Philadelphia has pioneered a new approach 
which is attracting widespread interest. 
This is the “purchase” of commuter 
passenger service from two railroads, 
under which the companies provide faster, 
more frequent trains and the city under- 
writes operating deficits. More and more 
commuters have been persuaded to leave 
their personal automobiles at home and 
to travel to work by rail, thereby relieving 
the ever-growing glut of modern urban 
traffic with its enormous cost in new 
highways, parking space, police supervi- 
sion, automobile accidents and air pollu- 
tion. 


In the past five years Philadelphia has 
spent $245 million on modernization and 


expansion of its municipal water and 
sewerage facilities, the largest single 
category of expenditure in the city’s 
improvement program. Scheduled for 
1961-66 is a further $125 million. The 
Torresdale Plant, completed in 1959, is 
the largest and most modern automatic 
water filtration plant in the country. 


Philadelphia’s cultural facilities have 
long been highly developed. Such institu- 
tions as the Philadelphia Philharmonic 
Orchestra, the Museum of Art and the 
Academy of Natural Sciences are among 
the foremost in the world, and the Franklin 
Institute is a leading center of scientific 
research and education. 

The American Philosophical Society, 
founded here in 1769, brings some of the 
most learned men in the world to address 
its convocations. Its new library houses a 
world-famous collection of books and 
manuscripts including the richest re- 
pository of Frankliniana anywhere. 

Incidentally, recent excavations in the 
Old City redevelopment area indicate that 
Franklin, in addition to his numerous 
other contributions to progress, also 
introduced indoor privies to America. 
Uncovered in the foundations of his house 
was a brick conduit leading from the 
house to an outdoor septic tank. 


A modern governmental structure 


Although it is one of America’s oldest 
cities, Philadelphia has a modern govern- 
mental structure, thanks largely to a new 
“ Home Rule” Charter adopted in 1952. 
This gives the city a wide measure of 
self-determination, centralizes formerly 
scattered functions and provides strong 
powers to the popularly elected Mayor. 
The supervision of daily service operations 
is done by a Managing Director. 

The legislative branch of the municipal 
government is the City Council, whose 
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17 members are directly elected represent- 
atives of the people. It is the Council 
which sets the tax rates, determines the 
Operating and Capital Budgets and enacts 
legislation, either upon its own initiative 
or upon the recommendations of the 
Mayor. 


Another feature of the 1952 Charter 
was the installation of a strict merit 
system for municipal employees. Personnel 
practices for the City’s approximately 
28,000 employees are now regarded as 


among the most outstanding in the 
country. 
Philadelphia is fortunate in having 


within its limits one of the largest and 
most beautiful municipal parks in the 
world, Fairmount Park. Begun in 1812 
as the site of the city’s waterworks, it has 
grown to more than 4,000 acres, providing 
a lovely natural playground at all seasons. 
There are secluded woodlands, winding 
trails, numerous playing fields for virtually 
any outdoor sport, peaceful watercourses 
and a number of handsome and historic 
mansions. 


Beyond the city limits, a network of 
fast highways has brought within reach of 


the average family a wide variety of recrea- 
tional facilities ranging from the New 
Jersey seashore resorts to the cool and 
inviting Pocono Mountain retreats. The 
beautiful rolling hills of Eastern Penn- 
sylvania, the picturesque “ Pennsylvania 
Dutch ” farm country and the salty tang 
of Maryland’s Eastern Shore are within 
a few hours leisurely driving time. Numer- 
ous camping, hiking and bathing facilities 
are easily accessible. 


In the past decade, Philadelphia has 
undergone a transformation that has 
attracted wide attention and visitors from 
all over the world. Today it is an acknow- 
ledged leader in attacking problems com- 
mon to most major population centers— 
the growth of slums and blighted areas, 
the flight to the suburbs, the slow strangula- 
tion by traffic, and relationship among 
people of many different nationalities, 
racial and religious backgrounds. 


Progress has been made, yet it is 
recognized that much more remains to be 
done if cities are to fulfil their historic 
role as centers of social, economic and 
cultural life. Philadelphia believes it 
has found the right approach. 


The Red Cross in rural areas 


The Health and Social Service Advisory Committee of the League 


of Red Cross Societies, meeting in Prague last October, has underlined 
the important role which the Red Cross should play in health education. 


Rura! areas in particular are often more underprivileged and more 


difficult to reach than urban centres; they form, therefore, gaps in 


health education activities which the Red Cross usefully fills by means 


of its pilot-projects. 


A resolution was accordingly voted inviting 


National Red Cross Societies to develop their programmes in this area. 
The LUHE was represented at the Prague meeting by Dr. Fuguerova, 
from the Czechoslovak Health Education Committee. 
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The 
Philadelphia 


Conference 


30 June - 7 July 1962 


progress 
report 





Did you know that ?... 


... Some 350 leading public health workers, educators, social scientists, 
etc. from over 60 countries will act as speakers, rapporteurs, group 
leaders, panel members, chairmen, vice-chairmen, etc. at the Inter- 
national Conference on Health and Health Education? 


... among participants who have already registered for the Conference 
are some of the world’s leading specialists in various fields: directors 
of health ministries, WHO regional directors, health education specialists, 
physicians, experts in environmental sanitation, nurses, dentists, etc. ? 

. applications for registration have been received from countries 
as far apart as Argentina and Sweden, Nigeria and New Caledonia? 


. several international governmental and non-governmental organiz- 
ations are planning major meetings immediately before or after the 
Conference? For its part, the League of Red Cross Societies will hold 
a seminar of all Red Cross participants attending the Philadelphia 
meeting. 


... pre-Conference preparations are going on in many countries where 
study groups are at work on the topics of the Conference technical 
study groups? In Argentina, a National Congress has just been organized 
to assemble reports on health education activities in the country for 
presentation at Philadelphia. 


Early registration urged ... 
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Advance registrations for the Conference are starting to reach the 
New York Secretariat from ali parts of the world. Because registration 
can be accepted only to the limit of facilities, you are urged to register 
well in advance. 


Registration fee for participants . . . $22 
Registration fee for immediate family $11 
Registration fee for students ... . $15 


Only those registered by 30 April can be listed in the Official Directory 





The technical symposia 


On 2-3 and 5-6 July, three technical symposia will be held concurrently 
from 2:30 to 5:00 p.m. One will deal with studies and research in 
health education, another with professional education and _ the 
third with communication media. 


The symposia on research and professional education are being 
organized under the auspices of standing committees of the Interna- 
tional Union for Health Education. Their members, respectively, 
from Austria, Brazil, the German Federal Republic, Great Britain, 
India, Israel, Italy, Japan, Mexico, The Netherlands, Nigeria, Poland, 
Switzerland, the United Arab Republic, the USSR and Yugoslavia, 
for research, and from Brazil, Canada, Chile, France, the German 
Federal Republic, Great Britain, India, Japan, Nigeria, the Philippines, 
the United Arab Republic, and the USSR, for professional education, 
have been consulted by correspondence on the programmes being 
organized. The international planning groups are assisted in their 
work by US consultative committees specially set up by ANCHEP for 
the preparation of the symposia. Outstanding persons from many 
countries and with extensive experience will take part in the four ses- 
sions of the three symposia. 


-..oOn studies and research 


Chairman: Mayhew Derryberry, Chairman of the IUHE Com- 
mittee on studies and research 


The symposium planned will cover research of significance to the 
practice of health education: (a) in relation to what people know 
and do about health (in small groups, schools, large population groups, 
etc.); (b) in relation to what factors facilitate or impede learning and 
behaviour change (in children, youth, adults in developing and devel- 
oped areas); (c) in relation to the comparative value of different 
methods in a variety of situations (in re-acquisition of knowledge, 
attitude formation, and behaviour change in home, school, community, 
or cultural environments); (d) in relation to the effectiveness of the 
education component of health programmes in schools, colleges, com- 
munities or other large population groups. 


The discussion at the symposia will focus on four questions: What 
research has already been done with respect to the subject? What 
information of use in health education has it yielded? What methods 
were used in obtaining the data and what others might have been used ? 
What additional research is needed in this subject? 
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--.0On professional education 


Chairman: Beryl Roberts, Chairman of the IUHE Committee on profes- 
sional preparation in health education 


The technical symposium on professional education will offer an 
opportunity for analytical, somewhat deep consideration of profes- 
sional preparation in health education from a world perspective. 
Professional preparation will be considered by the symposium from 
the standpoint of various areas of the world and various professions 
such as medicine, nursing, school personnel, health education spe- 
cialists and auxiliary type workers. The philosophy, concepts and 
skills in health education which each profession should possess will 
be discussed. Illustrations of training programmes in several areas 
will be presented, and the last session will consider national 
planning for professional preparation in health education. 


»+-On Communication media 


Chairman: Lucien Parizeau, former Chief Visual Aid Service United 
Nations 


The first day’s meeting will be concerned with presentation of the 
problem: communication psychology. This will deal with the applica- 
tion of learning theory to the planning and preparation of teaching 
materials and audio-visual aids. Discussion will touch upon forms of 
experience, apperceptions, group, or class behaviour, myth and rituals, 
cultural barriers and how all these factors must be taken into considera- 
tion in the planning of materials. 


The second day’s discussions will deal with the use of communica- 
tion media, diagnosis, selection, the determination of whether one 
seeks to motivate, to inform, etc. The discussions will also touch 
upon the aspects of intensity, frequency, and continuity. 


The final day will deal with evaluation, pre-testing, interpretation 
of results, use of research and need for research. 


Important: Please note that copies of the Preliminary Programme, par- 
ticulars about advance registration for this Conference, and additional copies 
of the Discussion Guide can be obtained on request from : 


Conference Secretariat 

1962 International Conference on Health and Health Education 
800 Second Avenue 

New York 17, New York USA 

Telephone : Oxford 7-7700 Cable Address : ANCHEPIN, New York 











Philadelphia prepares 
for the Conference 


Philadelphia’s health and civic leaders are busy planning attractive 
features for participants and their families throughout the week of the 
Conference. Under the chairmanship of one of Philadelphia’s most 
distinguished native sons, Mr. Edward Hopkinson Jr., the Philadelphia 
Committee has undertaken the organization of .. . 


professional activities ... 


especially study tours and discussions which will emphasize health 
education aspects of various services and programmes, including 
professional preparation, administration and research, and demon- 
strate US approaches and forms of organization of health services, 
official-voluntary co-operation, citizen participation, private and tax 
support, etc. 


hospitality ... 


including visits to private homes on Monday and Tuesday evenings; 
these will be by small groups, for receptions, dinner parties, etc. and 
will be a major element of the Conference week 


civic affairs and entertainment .. . 


which includes historical and cultural tours—before and after the 
Conference as well as during the Conference for wives and families— 
and «all conference » occasions, such as the inaugural reception on 
Sunday 1 July, the 4th of July social events, and the Robinhood Dell 
Concert on Tuesday, 5 July. 

The Philadelphia Committee is also promoting financial support 
and organizing the general services, so complex for a quadrilingual 
international meeting of this type. 


In short, participants may be assured that their stay will be both a 
pleasant and rewarding experience. 
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For members of the Union ! 


15 March 


deadline for reserving seats on the 
special planes chartered by the Union 
to fly from Paris to Philadelphia 


send your registration 
to the IUHE Secretariat 
3 rue Viollier, Geneva, Switzerland 





Physicians planning to attend the 1962 International Conference on Health 

and Health Education at Philadelphia 30 June - 7 July 1962 are cordially 

invited to also attend the 111th annual meeting of the American Medical 
Association in Chicago the immediately preceding week. 








YOUR WAY TO THE CONFERENCE 


PHILADELPHIA 30TH JUNE —7TH JULY 1962 


» CUNARD LINE 


On our frequent sailings to the UNITED STATES and 
CANADA in addition to the renowned CUNARD 
amenities ‘‘ Gracious Living at its Best’’ you will 
have time to relax and attend Pre-Conference 
Meetings on board. Secretarial services available. 


Suitable Sailings: 


QUEEN MARY 21 June 1962 arriving New York 26 June 1962 
SAXONIA 13 lune 1962 arriving Montreal 20 June 1962 
CARINTHIA 20 June 1962 arriving Montreal 27 June 1962 
MAURETANIA 23 June 1962 arriving New York 29 June 1962 

















worth beating for — THE BOEING 





GENEVA: 
NEW YORK — 1 flight a week TOKYO — 1 flight a week 
BOMBAY — 3 flights a week BEIRUT — 1 flight a week 
DELHI — 2 flights a week CAIRO — 2 flights a week 
CALCUTTA — 1 flight a week FRANKFURT — 1 flight a week 
BANGKOK — 1 flight a week LONDON — 1 flight a week 
HONG KONG — 1 flight a week PARIS — 1 flight a week 


please contact your travel agent or 


AIR-INDIA =x 


in association with B.0.A.C. and Qantas 


GENEVA: 7, rue Chantepoulet Tel. (022) 25 47 57 
ZURICH : 1, Bahnhofstrasse Tel. (051) 32 06 60 














BOEING ntercontiINENTAL 
AND Lararetle 


PERFECTION IN JET TRAVEL ON THE WORLD’S LARGEST AIR LINE 


ASK YOUR TRAVEL AGENT OR AIR FRANCE 
12, quai Général-Guisan, GENEVA (Tel. 2583 50) 














The results 
of planning 
for health education 


Looking back, taking stock and looking forward — such were the reasons 
which inspired the calling of a Conference of US leaders in health education, 
by in 1959. The impressive results already achieved show the value of defining 


Sara Louise 
Smith 


ment” of time. 


Conference is called 


In the fall of 1959 it seemed especially 
appropriate for the Health Education 
Division of the American Association for 
Health, Physical Education, and Recrea- 
tion to call together a group of 30 leaders 
in health education to review the progress 
in this field, to consider current issues and 
problems, and to make suggestions for 
continued growth and expansion of this 
area of education. There was new leader- 
ship in health education in the Association, 
and it was felt that this procedure would 
aid in giving both direction and support 


Miss Sara Louise Smith is professor and head 
of the Health Education Department of the 
Florida State University, a post she has now 
held for eight years. She started her career at 
the Georgia State College for Women in 1920, 
and was later associated with the Florida State 
Department of Education as Director of the 
School Community Health Education Project 
and as Consultant for health and safety educa- 
tion. Miss Smith, who holds a doctorate in 
education from New York University, has 


goals and finding ways to implement these through concerted efforts— 
whether at the national, regional or local levels. 


Planning is a safe ‘ invest- 


to their efforts as both immediate and 


long range goals were projected. 


Composition of conference 


The conference was composed of leaders 
representing public schools, colleges and 
universities, official and voluntary health 
agencies. The group was representative of 
all sections of the country. Individuals, 
who over the years, had given outstanding 
leadership at the local, state, and national 
levels in developing health education in 
this country, were invited to participate 
in the conference as well as some of the 
most promising young leaders. In addi- 
tion to the AAHPER which sponsored 


distinguished herself by her leadership role in 
numerous professional organizations concerned 
with the promotion of health and education, and 
has written many significant papers on various 
aspects of school health. She is co-author with 
C. E. Turner and C. Morley Sellery of School 
Health Education, reviewed in the IJHE, Vol. I 
No. 2, page 119. 
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the conference, the U.S. Office of Educa- 
tion, the U.S. Public Health Service, and 
the American Medical Association were 
represented. This was known as _ the 
Chicago Health Education Planning Con- 
ference. 


Values of planning 


it was felt that health 
promoted more 


At this time 
education would be 
effectively by clearly stated goals under- 
stood by all and by determining specific 
ways of implementing these goals. It 
thought also that this procedure 
would give direction to and channel the 
efforts of national, regional, state and 
local leaders toward the attainment of 
important goals; it would, likewise, provide 


was 


for continuity of effort and purpose for 
leaders at In this 
way tremendous concerted effort over the 
years would be brought to bear on the 
accomplishment of the proposed goals and 
plans. 


successive all levels. 


Conference procedure 


Looking Back, Taking Stock, and 


Looking Forward 


The following questions were asked to 
initiate the discussions at the conference : 
1. Looking back over the years what 
activities or efforts seem to have 
brought about the greatest accomplish- 
ments in health education? What 
factors seemed to be responsible for 
this ? 

2. What is the present status of health 
education ? 


3. What are critical problems and issues 
in the field today ? 


4. What specifically can be done imme- 
diately to meet these needs? 


| 184 


5. What specifically should be done 
which will take a longer time to 
accomplish ? 


Significant historical developments were 
pointed out and analyzed; crucial problems 
and issues were presented in light of major 
changes occurring in education today; 
presents needs enumerated and 
discussed; solutions were sought. The 
problems presented were grouped into six 
categories centering around (1), philoso- 
phy, (2) curriculum, (3) research, (4) 
teacher education, (5) motivation, and 
(6) professional relationships. Small 
groups met to analyze the problems 
related to each of these categories and to 
suggest steps which should be taken to 
solve them. The suggestions were then 
presented to the conference as a whole, 
discussed, and adopted or rejected. 


were 


Outcomes of the conference 


As a result of the conference the Chair- 
man of the Health Education Division of 
AAHPER appointed six Commissions of 
five to ten members each and charged them 
with the specific responsibility of carrying 
out certain recommendations of the 
conference. These Commissions were as 
follows: (1) Philosophy, (2) Curriculum, 
(3) Research, (4) Teacher Education, 
(5) Accreditation, and (6) Relationships. 
After preliminary exploration, the Accredi- 
tation Commission has now been combined 
with Teacher Education in order to relate 
more closely the concerns of these two 
areas. 


Recent developments 


Two years have elapsed since the con- 
ference was held. What have been the 
results to date? It has taken considerable 
time to set up the organization to imple- 
ment the conference recommendations, 





and to provide funds and opportunity for 
the Commissions to meet and to develop 
their plans of action. The work of the 
Association, however, has been invigorat- 
ed, more members of the Association are 
increasing their efforts as solutions to 
problems vital to each are being sought, 
and fundamental problems are being 
attacked with vigor and enthusiasm. There 
has been continuous and concerted effort 
as different leaders have assumed respon- 
sible positions. Certain far-reaching devel- 
opments have occurred in the intervening 
years as direct or indirect outgrowths 
of the conference. Some of the more 
significant of these are related below. 


Teacher institutes on the science of health 
education 


One of the problems discussed in 1959 
was the need for continual improvement 
in the quantity of preparation of health 
education teachers, particularly teachers 
of teachers. It was recognized as difficult 
for even the best prepared teachers to 
keep abreast of scientific advances and 
on-going research. A desire was expressed 
at the 1959 conference that opportunities 
be provided for teachers in-service to 
review periodically new scientific informa- 
tion and world wide and space age develop- 
ments in health education. An increased 
understanding of the determinants of 
individual and group health behavior and 
of the dynamics of behavioral change was 
felt to be a great need. 


At the request of the Health Education 
Division of AAHPER, the U.S. Public 
Health Service and the AAHPER jointly 
sponsored an exploratory postgraduate 
institute held in Washington, D.C., at the 
National Institutes of Health, June 6-8, 
1960 for professors of health education 
involved in teacher education programs. 


Forty-two college health educators attend- 
ed the institute, representing nearly all 
geographic areas of the United States. 


The major objectives of the institute 
were briefly (1) to bring these teachers 
of teachers into a closer relationship with 
those involved in research and other 
scientists, and (2) to provide them with 
the most recent information regarding 
some of the complex health problems of 
today. 


On the basis of returns from a question- 
naire sent to a sampling of approximately 
100 college health educators, the following 
major topics were included in the program : 
Environmental Health, Radiological 
Health, Cardiovascular Research, Behav- 
ioral Science, and the Research Program 
at National Institutes of Mental Health. 
An intensive three day program covering 
the latest research developments on the 
topics selected was provided the partici- 
pants as well as a tour through the National 
Institutes of Health. An extensive collec- 
tion of pertinent Public Health Service 
publications was on display and kits of 
materials were given to each participant. 
The reaction of the participants to the 
institute was most favorable and there was 
general agreement that future institutes 
should be held with the objective of 
reaching all college health educators. 


During the summer of 1961 two regional 
institutes patterned after the national 
experience were held—one at the Uni- 
versity of California, Los Angeles, drawing 
participants from the southwestern region 
of the United States, and the other at the 
University of Washington in Seattle, 
drawing enrollment from the northwestern 
states. These institutes reached approxi- 
mately 150 additional health educators. 
Both used local research facilities and 
personnel supplemented by the Public 
Health Service as needed. Two additional 
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institutes are contemplated in 1962, and 
plans are now underway for one to be 
held in the north central states and another 
in the southeastern states. This “con- 
tinuing education ” movement is bringing 
stimulation to the health educators of the 
country and upgrading the teacher educa- 
tion program. 


Professional preparation conference 


The conferences in 1959 and members 
of the Teacher Education Commission 
likewise felt that it was time to review 
again the professional preparation require- 
ments for school health educators in light 
of the rapid and major changes occurring 
in education in this country. The Health 
Education Division of AAHPER requested 
the Board of Directors of the Association 
for permission to plan such a conference. 
After careful consideration it was decided 
to hold a professional preparation con- 
ference for all areas represented by the 
Association—health education, physical 
education, recreation and safety education. 
This conference is scheduled January 9-12, 
1962 in Washington, D.C. The findings of 
the Teacher Education Commission will 
provide background information for pro- 
gramming of the conference. 


Bronfman health education study 


The Chicago conference emphasized 
the fact that the status of health education 
in the public schools was not really known. 
Experienced and intelligent observations 
were the only guides available. Research 
was badly needed ! On June 26, 1961, Mr. 
Edgar M. Bronfman, President of the 
Bronfman Foundation, announced the 
launching of a nationwide study of health 
education. The Foundation will join with 
the AAHPER and the National Education 
Association in sponsoring the project. 
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This project which seeks to determine the 
extent and effectiveness of health teaching 
both at the elementary and secondary 
levels is the most comprehensive study of 
health education ever undertaken in this 
country. An initial grant of $55,000 was 
awarded by the Foundation to launch the 
study, which is beginning this fall. 


Research 


One of the problems brought out at the 
conference was the need for increased 
knowledge of research methods as well as 
an increased amount of well designed valid 
research in the field. The Commission on 
Research has developed a list of priorities 
for research areas. It has proposed a 
workshop on research techniques to be 
scheduled and developed in relation to 
other Association activities. Representa- 
tion from the American School Health 
Association and the School Health Section 
of the American Public Health Association 
has been designated on this Commission. 
This is an approach toward possible crea- 
tion of a future “ Cooperative Council on 
Research in School Health Education ”. 
This Commission is also concerning itself 
with criteria to guide the improvement of 
research activities. The Chairman of the 
Commission has been appointed to the 
ANCHEP Research Committee. 


Coordination of effort 


In order to increase understanding and 
cooperation and to prevent duplication 
of effort among professional organizations, 
the Commission on Relationships has 
recommended that a list of the officers, 
committee members, and a description of 
current projects of the Health Education 
Division, AAHPER, the American School 
Health Association and the School Health 
Section, American Public Health Associa- 





tion be sent to the Chairman of this 
Commission who will forward them to a 
member of the Public Health Service for 
needed abstracting, duplicating and mail- 
ing to officers of each participating 
organization. 


Curriculum study 


In view of the changing content of 
many related disciplines, in view of new 
and emerging health problems, and in 
view of the effect on curriculum of recent 
scientific advances, it was felt that the 
time had come to reexamine the place of 
health education in the curriculum at all 
levels. A clarification, general recognition 
and identification of the content of health 
education has been greatly needed. The 
Curriculum Commission, struggling with 
these problems, has formulated a long 
range research plan designed to help 


identify health and safety concepts needed 
for various developmental levels, allowing 
for local flexibility and individual dif- 
ferences. This plan now awaits implemen- 
tation. 


Conclusion 


The Chicago Planning Conference stimu- 
lated those who were present, developed 
new insights into current problems and 
issues, and made specific recommendations 
which have served as a guide to the efforts 
of many individuals and groups in this 
country. Many of the problems con- 
fronting health educators are complex, 
involved, and not easily solved. Many 
remain unsolved. Yet many people today 
are concerned about them and are exerting 
their increasingly concerted efforts toward 
common goals. The conference has 
resulted in action with purpose. 
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Leading public health officers and health education specialists from 
17 countries took part in the one-month WHO Travelling Seminar on 
health education in the USSR which took place last 13 May-12 June. 
The programme was planned as an introduction to the health education 
activities carried out in the USSR by health services and other govern- 
mental and non-governmental organizations: participants visited large 
urban centres, rural areas, industrial concerns, schools, etc., in Moscow, 
Tashkent, Yalta, Kiew and Leningrad. 


The broad aims of health education in the USSR are, on the one 
hand, to improve the health behaviour of the people so that they may 
live as healthy, as long and as productive a life as possible, and on the 
other hand, to give every possible assistance to public health services 
in reaching their major current targets and raise the effectiveness of 
their medical and preventive activities. 


The current objectives of health programmes in which health educa- 
tion has an important role include: a radical cut in the incidence of 
certain infectious diseases and the eradication of others; a reduction 
of child morbidity and mortality, including immunization measures, 
early hospitalization, health education of parents, etc.; the improve- 
ment of mothers’ health knowledge with regard to pregnancy and post- 
delivery period, and to the care, feeding and upbringing of babies; the 
reduction of cardio-vascular morbidity; cancer education: the preven- 
tion of accidents; etc. 













Above: the opening ceremony at the Central 
Institute for Scientific Research in Health 
Education, in Moscow. From left to right: 
Dr. E. G. Karmanova, Director of the Institute; 
Prof. I. G. Kochergin, Deputy Minister of 
Health; Dr. M. Y. Nikitin, Deputy Minister 
of Health; Miss A. Helen Martikainen, Chief, 
Health Education Section, WHO; Dr. Niko- 
layeva, Medical Director, Epidemiology, Mi- 
nistry of Health; Prof. L. C. Bogolepova, 
Assistant Director of the Central Institute; 
Dr. V. Boutrov, Member of the Collegium and 
Chief, Department of External Relations, 
Ministry of Health. 

At right: three of the participants: Dr. G. A. 
Ademola, Senior Health Officer at the Ministry 
of Health in Nigeria; Dr. M. L. I. Hassan, 
Health Education Specialist, Ministry of 
Health, United Arab Republic; U Min Swe, 
Chief Health Education Officer at the Ministry 
of Health in Burma. 

Below: the Travelling Seminar received a 
warm welcome from health authorities and 
workers of the USSR throughout its stay in the 
Soviet Union. 








In each area visited, participants had the opportunity to visit a number of 
health institutions—such as the Krupskaya sanatorium near Tashkent for 
tuberculosis patients—where they had individual and group discussions with 
Soviet colleagues, health workers, teachers, voluntary workers, etc. 





Health education is carried out by the entire network of health establish- 
ments and each physician, each feldscher, each nurse, each midwife, considers 
health education as °’ a duty of honour and an official responsibility ”’ 





























If health education is essentially of 
State character, planned and financed 
by the Government, it is at the same time 
a public function. The trade unions, the 
Red Cross and Red Crescent Societies, 
the Association for the Dissemination of 
Scientific and Political Knowledge, other 
non-governmental organizations, as well 


Perhaps still more potent in the results 
achieved is the comprehensive free 
medical care given to the whole popula- 
tion and reaching the smallest and most 
remote communities. The nearly two 
million public health workers who are in 
daily contact with the population are in 
a position to influence effectively the 
improvement of health knowledge and 
as local health commissions elected by behaviour. 

the people, etc., take an active part in 

the dissemination of health knowledge. 








Health education 
and human motivation 


The following article was prepared as a background orientation for a 
panel discussion on the topic: ‘* How to inform the public that tuberculosis 
is not yet under control” at the International Tuberculosis Conference 


by held in Toronto, Canada, last September, by the International Union against 


Margaret Tuberculosis. 


E. Nix 





The importance of health 


One finds no political boundaries in 
the recognition of the importance of 
health. We have only to reflect upon the 
countless number of projects throughout 
the world which have been directed by 
WHO to have evidence of the dramatic 
effect that improvement in health has 
had upon the productivity of community 
life. Good health manifests itself not 
only in a higher standard of living in 
the material sense but also in the creative 
and spiritual forces of the people. 

Although the importance of health and 
illness has global significance, it should 
be understood thot attitudes toward these 
conditions vary according to the cultural 
ideals of a community. Such matters as: 
accepted behaviour in regard to health 
and illness; ideas of possible causes of 
disease; fear of illness and death; and 
whether physical perfection is given a 
central place in the value system of a 
community—all these will greatly influence 
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This paper focusses attention on some of the basic concepts 
concerning human motivation to learn, ‘since our main approach to the 
problem of the control of TB is through the education of the public”’. 


the type of planning for health measures 
in a particular cultural group. This is 
to say that although the problem of the 
control of tuberculosis is universal, it can 
only be solved by giving careful considera- 
tion to the fixed customs in any group. 


The atmosphere for learning 


Our main approach to this problem 
of the control of tuberculosis is through 
the education of the public and we are 
considering here what methods of educa- 
tion will be most effective. This leads us 
first to an examination of the kinds of 
atmosphere in which learning takes place. 

Learning atmosphere always depends 
on the type of leadership that is given. 
There are three general categories of 
leadership; authoritarian, laissez-faire and 
educated self-determination. 

The authoritarian makes all the decisions 
on the presumption that his position 
gives him the power to do so and he expects 
immediate and unquestioning obedience. 





If he is a doctor, it never occurs to him 
to seek the patient’s opinion. He keeps 
the entire control in his own hands and 
sees the prosperity of the group of patients 
only in the light of maintaining his own 
power regardless of any possible accom- 
panying emotional benefit to individual 
members of the group. 


The authoritarian approach, however, 
is divided into two behaviour patterns, 
one where the leader uses an autocracy 
that takes on the appearance of uncom- 
promising domination and the other 
where he appears benevolent. The choice 
of pattern will depend upon the personality 
traits of the particular autocrat. As 
would be expected, the “ uncompromising ” 
autocrat would never use praise and would 
entirely disregard a group member’s 
reaction toward him. With constant 
and untiring vigilance he will get dramatic 
results, but these may prove to be tem- 
porary owing to the dissention and fear 
which are engendered under leadership of 
thiskind. Either of two extreme responses 
could be predicted, open rebellion or 
complete loss of self-respect. 

Unlike the “uncompromising” auto- 
crat, the “benevolent” leader will be 
generous in his use of praise, but his 
goal will nonetheless be the same in that 
he, too, expects immediate obedience. 
It is important to him that his leadership 
be appreciated, but this again is related 
only to his need to have absolute power. 
Once the hypocrisy behind the “ bene- 
volent” manner is recognized by the 


Born and educated in Winnipeg, Canada, Dr. 
Margaret E. Nix received her B. A. degree at 
the University of Manitoba. She taught in the 
North as an Anglican Missionary at Norway 
House and subsequently was on the staff of the 
Winnipeg Public School Board. At the request 
of the Manitoba Government, she attended the 
University of Michigan where she obtained her 
Master of Public Health degree and on her 
return became Director of Health and Welfare 
Education for the Manitoba Government. 


group members, dissention and _ fear 
equal or even surpass the response of the 
group under the “ uncompromising ” 
leader. In both cases motivation for 
individual action is imposed by the leader. 
If the leadership is weakened or removed, 
the reasons (fear or compulsion) for a 
learned behaviour pattern will no longer 
exist and, even though the autocrat while 
in control, may have given real and sincere 
effort to the project, the learner will 
revert to his original behaviour. 


The leaders who can scarcely be said 
to give sincere effort to the progress and 
direction of the group are in the second 
category known as laissez-faire. This 
type of leader has usually obtained his 
position by force of circumstance or by 
misjudgement of the requirements of the 
leadership position. For example, a man 
might be chosen as director of a tuber- 
culosis clinic because of his excellent 
ability as a diagnostician without giving 
due consideration to other important 
skills related to the understanding of 
human needs that would be necessary 
for such a_ responsibility. This kind 
of person avoids making decisions about 
matters that fall outside his immediate 
interest and he is often unaware of the 
uneasiness and anxiety that his behaviour 
produces in the members of the group of 
patients which he serves. Poor results 
inevitably follow. Such u disorganized 
programme will be viewed with apathy, 
indifference, dislike of the official leader 
and a disruptive restlessness until a leader 
appears with more understanding of the 
human problems. 


On returning to Michigan, she was granted her 
Doctor of Philosophy degree in 1953 and has 
since that time been a member of the Faculty 
of Medicine in the Department of Health and 
Social Medicine, McGill University, where she 
is an Associate Professor. She is also the 
Health Education Consultant to the Protestant 
School Board of Greater Montreal. 
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The third category of leadership has as 
its aim the educated self-determination of 
the individual. This is not to say that 
each member may take his own self- 
centered direction but rather that he will 
follow responsible leadership with under- 
standing and with the realization that 
the programme will be a benefit to himself 
and to those around him. The emphasis 


Human motivation to learn 

Human motivation is a basic considera- 
tion of the leader who is concerned about 
the educated self-determination of the 
individual. This basic consideration is 
important in any kind of programme 
related to people and especially so in 
planning one that involves the subtle 
processes of learning. 


Some of the major obstacles encountered in health education: in 
the more economically well-to-do countries, apparent lack of concern 
and even indifference due mainly to the erroneous assumption that 
tuberculosis is no longer a principal cause of illness or of death; insuffi- 
cient or incorrect information concerning the possibilities and limita- 
tions of the bacteriostatic drugs; and excessive optimism exhibited 
by many patients and by certain practising physicians. 


is not on the accumulation of power for 
the leader. The entire purpose of leader- 
ship here is to educate the individual to 
fuller appreciation of his own worth and 
potentiality for contribution to society. 
Education of this nature requires an 
understanding of many aspects of human 
motivation without which we cannot 
hope to attain the control let alone the 
eradication of such a wide-spread disease 
as tuberculosis. 


We know that the human being is a 
product of his heredity and his environ- 
ment. One would include in the factors 
of heredity not only the physical attributes 
of the person but also his mental make-up, 
such as, for example, the degree of intelli- 
gence. Of equally important influence 
on the readiness to learn are the environ- 
mental factors, such as the home, the 
school, the community with their multi- 
tude of possible inter-personal relation- 


In the economically less well-to-do countries, people are frequently 
apathetic and have a resistant attitude, due to the number of debilitat- 
ing diseases they have and their extreme conditions of poverty, lack 
of education, poor housing, and poor nutrition. 


Let us stop for a moment to consider 
what we mean by “ a wide-spread disease ”. 
We think of this in terms of large groups 
of people having been infected, but with 
only slight reflection we will realize that 
this disease begins with one, is transmitted 
to another and so on from individual to 
individual. Any attempts, therefore, to 
control the spread of the disease must begin 
with the education of the individual person. 
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ships. As growth and development of 
the individual are the result of the many 
variations of these hereditary and environ- 
mental factors, a productive learning 
situation cannot afford to concentrate 
on one group of influences to the exclusion 
of the other. 

Human motivation to learn has its 
source in the combination of specific 
forces which arise out of the co-existence 





of the hereditary and environmental 
factors. Among these forces we could 
include; need, want, desire, attitude, 
interest, mind-set, current emotional con- 
dition, habit and purpose. In varying 
degrees these forces push or pull the 
individual toward his goal. 

Need, want and desire may be grouped 
as a continuum from the basic need— 
survival, through the wants—general satis- 
faction of the needs, to the desires—spe- 
cific and discriminating gratification. The 
basic need of a tuberculous patient can 
be seen to be the need to overcome the 
distressing symptoms of the disease which 
form the basis of his fear of death. His 
wants would be directed toward alleviating 
these symptoms in order to restore physical 
comfort. His desires would include not 
only comfort but also the assurance that 
restoration to health will be permanent. 


indifferent. He might have a _ positive 
attitude toward the idea of a treatment 
plan for tuberculosis, but have no parti- 
cular interest in carrying out instructions 
for his cure. 


Closely associated with attitude and 
interest is the mind-set of the individual 
when he is offered a treatment programme. 
His personal experience or lack of exper- 
ience with the treatment situation will 
have conditioned him to his state of 
readiness to accept or reject medical 
advice. 


The emotional condition, though perhaps 
a merely temporary state, might neverthe- 
less be a strong deterrent toward full 
acceptance of the programme outlined 
for the patient. Such seemingly insigni- 
ficant incidents as a brusque reception 
by the medical staff who fail to individual- 


There is a serious need to obtain more reliable facts and figures as 


to the prevalence of tuberculosis. 


Mass surveys carefully organized 


and carried out, act not only as a method of collecting information 
regarding tuberculosis but also as a useful device for personalized 
public education of individual, families and village groups. 


Attitude and interest might also be 
grouped as two aspects of a motivating 
force. An attitude is a general response 
that may be either positive or negative 
in varying degrees, whereas an interest is 
a particular response evolving out of a 
general attitude. Where there is no 


interest, the individual can be said to be 


ize the patient might arouse an otherwise 
amenable person to the point of non- 
cooperation. . 

The force of habit is strong within us 
all and depends upon both our individual 
preferences and upon the customs of 
our community. For people unaccus- 
tomed to seeking scientific medical advice 


It is necessary that specific provision be made for health education 


aspects of tuberculosis programmes on as systematic, substantial and 
sustained a basis as possible. Sporadic and superficial attempts at 
health education cannot serve to enlist the support and participation 
of the public required for soundly conceived and conducted tuberculosis 
control programmes. Involvement of local people from the beginning 
stages of planning is a major step forward in enlisting their active and 
organized participation. 
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for the treatment of illness, it might be 
very difficult for them to learn to accept 
and cooperate with our present treat- 
ment for tuberculosis. 

We must now acknowledge that the 
eight motivational forces briefly discussed 
above must be directed toward a purpose 
beneficial to the individual and recognized 
by him as being desirable. It is the res- 
ponsibility of the leader to discover the 
purpose that is most meaningful for the 
individual and which will act as a positive 
force in the learning process. 

The ultimate goal for which we are 
educating the patient who has tuberculosis 


Intrinsic reward for a person undergoing 
treatment for tuberculosis would be his 
understanding of the aims of treatment 
and consequently his sense of self-directed 
cooperation. His extrinsic reward could 
come from the appreciation of his efforts 
by the medical staff or his family in the 
form of gifts or praise. The possibility 
of reducing the fear of loss of love and 
rejection due to the illness would be a 
strong force pushing the patient toward 
the goal of health. 


In considering the goal for the patient, 
it must be admitted that the autocratic 


Planning of health education aspects of tuberculosis control should 
be based on as detailed a study as possible of the social, cultural, tech- 
nical, educational and economic factors which influence the attitudes, 


knowledge, health practices, etc. of the people. 


These plans should 


also give most careful consideration to the nature and extent of the 
voluntary cooperation which can be obtained. 


is health. According to the World Health 
Organization, health is “a complete 
state of physical, social and emotional 
well-being and not merely the absence of 
disease ”. 

Any goal in and of itself has motivational 
force which from different directions 
pulls and pushes the learner. The pulling 
force would be a form of reward, either 
intrinsic or extrinsic in nature. Extrinsic 
reward would, by definition, come from 


outside the individual. Such a reward 
would include prizes, money, greater 
prestige and praise. Intrinsic reward 
would come from inner satisfactions 


resulting from a sense of achievement 
and increased self-respect. 

The pushing force would be a form of 
anxiety, for example, fear of punishment, 
ridicule, loss of love or loss of prestige. 
In short, the push toward the goal would 
be the hope of reducing such fear. 
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method of leadership can produce dra- 
matic results through this very strong 
desire on the part of the member of the 
group to reduce the element of fear. 
However, as mentioned in_ this 
connection before, the results of this 
method could not be expected to outlast 
the period of anxiety and we must still 
turn to the more tedious and more com- 
plicated method of educating the individual 
if we truly desire long-term benefit. 


was 


This author sees the educators in a 
health programme as being the doctors, 
nurses, and technicians together with 
school teachers and official and voluntary 
leaders in the community. The medical 
and nursing personnel must be prepared to 
use the knowledge of the biological 
sciences that would be pertinent to 
effective teaching. It is the right of the 
lay leaders in the community to expect 





direction from the medical personnel and 
the teachers in the development of a 
suitable health programme. Such direc- 
tion should be concerned with methods 
of educating the public, appropriate 
organization of community resources as 
well as scientific knowledge. 


Where a health programme serves 
large numbers of people or serves a 


tuberculosis and his health goal. To 
mention only a few, there would be such 
matters as lack of sufficient medication, 
lack of proper facilities and lack of 
adequately trained personnel. 


Universal application of the principles 
of learning 


Although the examples used in this 
paper referred mainly to the diagnosed 


Teachers, nurses, practising physicians and industrial and com- 


munity leaders must be prepared to play their strategic roles in tuber- 
culosis education. The parents of children are, or should be, the first 
health educators of their children. There are a number of learning 
experiences in the home which influence and affect the health attitudes 
and practices of growing children and young people. 


widely scattered community the trained 
health educator can be a useful addition 
to the health staff. By reason of pre- 
paration in both biological and behav- 
ioural sciences, this person is equipped 
to act as liaison between the professional 
and lay groups in the community. 


Other obstacles to a health programme 


It has been the intention of this paper to 
examine only those obstacles to education 
which lay within the interrelationship of 
the leader and the learner. It is recognized, 


however, that there may be many other 
barriers between the person who has 
patient as the learner, the learning situa- 
tions that were described could just as 
easily be applied to undiagnosed persons, 
to those undergoing rehabilitation or to 
those fortunate people whose objective 
is to maintain health. 


This author feels that an understanding 
of the motivational forces for learning is 
essential in planning programmes directed 
toward informing the public about the 
serious incidence of tuberculosis in all 
our countries. 


Public education efforts will, over the next several years, play a 


major role in the control and ultimate eradication of tuberculosis, 
but before one can have any confidence in planning educational pro- 
grammes, much educational research and evaluation must be done. 
It is clear that no one would consider the introduction of a new drug 
without first subjecting it to as complete a pre-testing as possible. A 
careful search for the relevant social and cultural factors and for the 
best avenues and methods of educating the public in the significance 
of the positive tuberculin reaction may, in the long run, be the most 
important discovery in the control, treatment and eradication of the 
disease. 


NOTE: The main conclusions of the panel which discussed this background paper ap- 
pear in bold type. 
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A week of my life 


by Amin 
Khalil 





Saturday 
Health education defined 


The definitions of health education 
presented to the student sanitarians at the 
beginning of the year were discussed again 
this morning, now that we have studied 
culture in relation to health. The students 
searched their minds to recast these defini- 
tions in a new form to test their knowledge 
and they produced in clear, short and 
simple terms the aim and philosophy of 
health education, as being “ the process of 
helping individuals to form desirable 
patterns of health behaviour and integrate 
them into their culture ”. 

* Spreading knowledge”, “ propagan- 
da”, “ supplying information ”, “ preach- 
ing ”, were easily distinguished from 
each other by the students who saw 
health education as: the formation of 
wholesome behaviour patterns by the 
people and the integration of these patterns 
in the people’s culture. This rough and 
simple definition was very helpful in incul- 
cating the real aim of health education 
into the minds of the students so that they 


Mr. Amin A. Khalil is Instructor and Lecturer 
of Health Education at the Health Training 
Institute of the Ministry of Public Health in 
Libya. Please consult the IJHE Vol. III, No. 3, 
p. 137, for further details on his career. 
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If you get 90% of a community to come for vaccination—but without 
knowing why—have you accomplished anything ? 
listen ’’, do you need more education or should you turn to the legislators ? 
Which is the real priority: malnutrition (as shown by the statistics) or fly 
control (the main concern of the people)? 
are debated by a group of students at the Health Training Institute in 
Benghazi, Libya, with the help of their professor—the author of the article. 


When people ” won’t 


These stimulating questions 


could build their own philosophy and 
attitude toward health education on a 
broad base. 


Sunday 


Was it a proper method of approach? 


One of the students brought a news 
report into the classroom this morning and 
read the following story to the class: A 
team of three health workers had been 
trying to get the people of a certain African 
community to accept milk as part of their 
diet. The nutritionist, sanitarian and 
auxiliary health educator having found 
the people didn’t like milk in its usual 
form, decided to introduce them to pow- 
dered milk—hitherto unknown in this 
community. They told the people it was 
not milk but another drink useful to their 
health. The report went on to praise 
these three workers for their discovery of a 
way to make people take milk in their diet. 

In less than 15 minutes, the students had 
expressed three different views: three 
students approved of the method, because 
the people in the community had received 
the nutritive value of milk—whether they 
knew it or not; eleven students did not 
approve of the method, because they 
thought the people of that community 
were deceived rather than educated; one 
student was not able to express his opinion 








Culture and evaluation 


This lively discussion of a news report 
reminded me of a BCG campaign carried 
out in two rural communities not long 
ago. In each community the health 
educator was asked to educate the public 
in advance on the importance of accepting 
vaccination. In one community about 
45% were vaccinated while in the other 
less than 10% accepted vaccination. At 
first it was thought the first of the two 
health educators had used a better method 
of approach. But later it was revealed 
that this health educator had sought the 
help of the social worker in his district by 
arranging for every family whose members 
accepted the vaccine to be supplied with 
parcels of clothes which the social worker 
happened to have available at the time. 
The majority of the population were poor 
and many accepted vaccination for the 
sake of the clothes. The village showed 
a 45% response to vaccination. After- 
wards, 60 of the vaccinated people were 
interviewed and only one person was 
able to give a satisfactory answer as to 
why he was vaccinated ! 

In the other community only 10% of 
the population were vaccinated but more 
than 90°%% knew why and what it meant to 
them. 

In my opinion, the health educator in 
the second community approached the 
problem more properly in spite of the fact 
that only a small section of the population 
were vaccinated. In the first community, 
the educational work of the health educator 
was in effect “ nil”. 

These two incidents both demonstrated 
the same principle. In the case of milk, 
the three health workers were more 
interested in milk as a food substance than 
in people. In the second, the health 
educator, who promised parcels of clothes 
to those who accepted vaccination, was 
more interested in the vaccine than in the 
people. Such approaches are poor methods 
to use in educating the public. 

Similarly, poor mothers can be encour- 
aged to attend antenatal and postnatal 


clinics by promises of parcels of clothes— 
and for one or two sessions they may 
attend in increasing numbers to get such 
gifts, but once they have got them they 
lose interest in coming back to the clinic. 


Monday 
When legislation fails 


This morning a group of students came 
back from a field visit with a problem for 
class discussion on clean handling of food 
and protecting the public from food 
dangerous to health. A sanitarian with a 
long field experience was invited to partici- 
pate in the discussion on the role of health 
education in solving this problem. One of 
the participants claimed the law must be 
enforced if we want to handle health prob- 
lems effectively. Another immediately 
replied that enforcing laws doesn’t lead 
to better health. As the first participant 
elaborated his statement, it became evident 
he was mainly interested in seeing those 
who violate the law punished by paying 
“ fines ”. Discussion became heated as the 
majority of the students argued against 
the idea. 


“If education fails, should we not 
resort to legislation?”. The experienced 
sanitarian’s question brought a riposte 
from the other side of the table: “ You 
assume education must come first, but if 
education fails, the approach may have 
been faulty and an investigation of its 
failure is required. If education fails, it 
means we need more—not less—educa- 
tion ”. 

“ Legislation ” can be a misused term 
and its relationship to education misunder- 
stood. For example, the fundamental aim 
of a school is to teach and to educate. So 
when we speak of schools we should be 
speaking about teaching. But we cannot 
refer to the punishment of a school child 
for bad behaviour—and at the same 
time assume we are also referring to the 
role of the school in teaching or in com- 
munity life improvement. Similarly, the 
fundamental aim of legislation is to 
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regulate and to organize. In referring to 
legislation we think in terms of the extent 
to which legislation helps to provide a 
framework in which to organize this or 
that aspect of the community life. “ Fines ” 
can not be referred to in the same context 
and be regarded as the role of legislation. 


On the other hand the relationship of 
health legislation to health education is 
very close. They support and do not 
contradict each other. No legislation can 
be effective if the people fail to understand 
it and appreciate it. Health education 
can help people to understand and appre- 
ciate health laws and consequently to do 
their best to comply with them. It has 
been noticed also that the volume of a 
country’s health legislation is in direct 
relation to its standard of health and health 
knowledge. 


Tuesday 
Why priorities? 


A student, assigned to a rural district 
after graduating, came back on leave to 
the city this morning. It was very nice 
to hear about his work in the district. 
The Medical Officer of Health, after 
receiving him warmly, took out of the 
drawer of his desk a statistical table 
showing the major diseases prevalent in 
the district. After giving a little piece of 
information about each disease, he pulled 
at his pipe and said confidently: “ Very 
well then. Now you know what you should 
do. You have to work over these problems 
one by one according to their scale of 
importance. These statistics are a good 
index... you see...” and continued in 
similar vein, on the difficulties of collecting 
such statistics—not forgetting to express 
the hope of having more accurate figures 
in the future... 

After he had finished his description 
of this first encounter, I asked whether 
the statistical table provided a base-line 
for the educational programme and he 
replied: “ When I arrived in the com- 
munity I found the people were keenly 
interested in ‘fly control "—while the 
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major health problem, according to the 
Statistical table was ‘ malnutrition ’. I was 
confused for a while, until I remembered 
your comment: If the people insist they 
must have a tea-house instead of a school, 
why insist that they have a school first? 
We started with fly control and the results 
were encouraging. Now I have gained the 
confidence of the people. ” 

After he left, 1 wondered why the Medical 
Officer of Health arranged the health 
problems in a sequence of priority. If 
health work is a type of community work 
—and it is, really—then why should the 
specialists alone decide that problem “so 
and so” is the most important—and 
therefore the most urgent? Isn’t the 
interest of the people concerned a deciding 
factor? 

It is true statistics can measure the 
magnitude of a problem, and tell us how 
many people died of a given disease or 
how many suffered from it. But vital 
Statistics fail to tell us what people in a 
given community know about the disease, 
how they behave when they get it and what 
measures they usually take to prevent it. 
It is evident therefore that vital statistics 
do not form the only concrete base line 
for health education programmes. Another 
kind of data is needed in educational pro- 
grammes which vital statistics can not 
provide. 

And after all, why do we, in normal 
situations, give priority to a certain health 
problem? One may argue that we do so 
to solve the problem as early as we can. 
But does the literature of experience 
indicate that adopting a system of priorities 
in health education accelerates the solving 
of problems? The contrary is probably 
true. A programme based on priorities 
may not be supported by the public and 
may therefore make things more com- 
plicated by leading to failure. 


Crossing the borders 


‘Health’ is not an end itself, it is a 
means to a fruitful and happy living. But 
health is not an isolated entity in the life 








of any individual. There are other things 
which contribute to happy living. As 
health specialists we must also be interested 
in all the factors contributing to happiness 
and better living of the individual—whether 
these factors be social, educational, eco- 
nomic or yet others. The life of the indi- 
vidual is a unity consisting of an inter- 
woven complex of these factors. We must 
be able to appreciate all of them if we are 
really interested in the individual as a 
whole—and therefore we must be able 
to cross the borders of physical health 
whenever necessary. 

An urgent need in the modern training 
of health specialists is to equip the student 
to discern this need. 


Wednesday 
The fever that stopped a typhoid epidemic 


This morning we discussed the impor- 
tance of considering the available resources 
when planning for health education in a 
community. In fact today’s lecture was 
the third one in a series dealing with plan- 
ning health education activities. 

“If we haven’t got any small-pox 
vaccine how can we stop a small-pox 
epidemic?” asked one of the students, 
If our resources are very limited, what 
can we do in face of a problem needing 
urgent attention, was the point that 
interested most of the students. 

A real example of just such a dilemna 
occurred in a small community in the 
north of Jordan, which was occasionally 
swept by typhoid epidemics. As the health 
educator assigned to the area at the time, 
I was made aware of the situation three 
months before the expected time of the 
epidemic. Our resources were limited 
to a clinic with a doctor and two nurses 
to provide daily treatment for the sick. 
We also had a hospital with 12 beds. Our 
water supply was safe to drink. Reviewing 
our resources we knew we could not 
immunize the population because we had 
no vaccine. We were not in a position to 
build sanitary latrines because this requires 
time and money. 


So we found ourselves in a difficult 
Situation... a semi-primitive community 
with a poor standard of sanitation... a 
medical service which was not able to 
get the vaccine to immunize the popula- 
tion, nor to secure immediate diagnosis as 
we did not even have a laboratory service 
in the town near us. What could then be 
done to prevent typhoid? It was obvious 
that we were not in a position to apply 
any of the traditional recommendations 
listed in a text-book of public health. 


The doctor and myself searched hard 
for a scientific fact concerning typhoid 
upon which we might be able to build 
some sort of typhoid control. Finally, we 
worked out a plan which may not have 
satisfied the purposes of medical practice, 
but which actually satisfied the purposes 
of public health in that community. 


Our plan was as follows: anyone 
coming to the clinic with feverish symp- 
toms which could either be the early 
symptoms of typhoid or of some other 
disease was given medicines which, we 
knew, would have no effect on typhoid; 
and—as far as I can remember—the doctor 
used to give penicillin injections and 
aspirin tablets. The patient was to report 
back in 24 hours. If the temperature 
was still there, the case was practically 
handled as typhoid, and the patient was 
immediately isolated. 


The health education programme carried 
out simultaneously was based on very 
simple points stressing the importance of 
reporting immediately to the clinic when- 
ever someone had fever; of preparing food 
under hygienic conditions; and of eating 
with clean hands. 

Both the school and the community 
health committees worked hard in plan- 
ning and carrying out this educational 
programme. The result was that we had 
only two cases of typhoid in the community 
throughout the year instead of about 55 
cases, the incidence rate in the previous 
years. This experience shows the impor- 
tance of planning within the limits of 
available resources. It also proves that 
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even under the most difficult circumstances 
we still can do a lot for the good of 
people’s health. 


Thursday 


The man behind the scenes 


“ T am interested in the exact role of the 
health educator in this programme. The 
sanitarian’s role, the physician’s role, the 
nurse’s role, the nutritionist’s role have 
all been described, but where does the 
health educator fit in? Was he the leader 
of the team? It seems not...” said a 
student. 

“ The health educator has worked with 
each member in the health team and his 
contribution can be seen in everybody 
else’s work. Isn’t that it?” volunteered a 
student. “ Probably ”, said another, “* but 
people hardly know there is a_ health 
educator”. “But the report says there 
was a health educator specialist ”. 

A report on a health education scheme 
in a neighbouring country produced this 
sort of argument. The students analyzed 
it to uncover methods of approach and 
the contribution each member of the 
health team can make to a health educa- 
tion programme. 


Keeping out of the limelight 


Everyone of us occasionally—or even 
perhaps often—goes to see a film. We 
admire the film and may say that Ava 
Gardner was wonderful or James Mason 
was marvellous. We see the actors and 
actresses and admire their work and then 
say the film was good. But the man who 
probably contributed most to the success 


of the film never appeared on the screan, 
he kept behind the scenes. 

The health education specialist attached 
to the health service usually works as a 
member of the health team. He is the 
man co-ordinating health education and 
integrating it into the activities of the 
various team members who have constant 
opportunity to carry out health education 
work through daily contacts with poeple. 
Like the actors, they are in direct touch 
with the people—their audience. 

The people benefit from and appreciate 
a well-planned health education service 
or programme which is carried out by 
the members of the health team, without 
perhaps seeing the health education 
specialist doing health teaching himself. 
In this, the professional health educator 
resembles the director of the film. 

The efficiency of the health educator 
in working as a good team member depends 
on the extent to which he can keep behind 
the scenes and out of the limelight. 

This needs further elaboration perhaps. 
By staying behind the scenes it doesn’t 
mean the health educator should stay 
inside his office and live in isolation from 
the people whom he serves. If he does, 
he won’t be able to plan properly and 
failure will be the definite outcome. Keep- 
ing behind the scenes means that even 
though he is making a major contribution 
to the work he should give the credit to 
the other team members rather than claim 
it for himself. This is human relations 
in good team work. 


Friday 
Official holiday 
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panorama 


New Deut — Mrs Annie Ray Moore has been promoted to the 
post of Regional Adviser in Health Education with the WHO 
Regional Office for South East Asia. During the past three years 
Mrs Moore has been serving as WHO health education adviser with 
the Government of India on assignment to the Ministry of Health 
to assist with cooperative activities with the Ministry of Education 
concerning health education in schools and teacher preparation in 
this field. 


New Deu — At the request of the Government of Thailand 
the WHO Regional Office for South East Asia in New Delhi has 
appointed Dr Betty W. Bond to serve for a further short-term period 
as WHO consultant in health education to the School of Public 
Health in Bangkok, Thailand. Dr Bond is the Chief, Health 
Education Services with the Health Department of Minneapolis, 
Minnesota, USA. 


IsRAEL — Dr Guy W. Steuart completed in December 1961 his 
contract as WHO Visiting Professor of Health Education assigned 
to the Hadassah Medical School, Hebrew University, Jerusalem. 
He has served in this post for three years as a member of a coopera- 
tive WHO.-assisted project in preventive medicine, of which Professor 
Sidney Kark is the WHO project leader. 


ALEXANDRIA — Mr William Darity has been granted study leave 
by the Director-General of WHO to pursue further post-graduate 
studies leading to a doctorate degree at the School of Public Health, 
University of North Carolina (USA). For the past three years 
Mr Darity has been serving as adviser in health education with the 
WHO Regional Office for the Eastern Mediterranean Region, 
located in Alexandria, Egypt (UAR). 


MANILA — At the request of the Government of Japan, the WHO 
Regional Office for the Western Pacific Region in Manila appointed 
Dr Mayhew Derryberry in October to serve as WHO consultant 
in health education to the Ministry of Health in Japan for a short- 
term period. One of the main purposes of this assignment was to 
help study the present system of health education activities in Japan 
and to consider possibilities for further development and extension 
of these activities, within the context of available public health 
activities in Japan. 
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GENEVA — The WHO Headquarters unit in Public Health 
Administration has appointed Professor Lucy S. Morgan to serve 
as short-term consultant to study the community development aspects 
of training programmes for health personnel. Arrangements were 
made by WHO Regional Offices in New Delhi and Manila for 
Professor Morgan to carry out professional visits to Burma, Ceylon, 
India, Malaya, Philippines, Thailand and Viet Nam. Professor 
Morgan is on leave from her post as Professor of Health Education, 
School of Public Health, University of North Carolina, USA. 


BRAZZAVILLE Professor Ruth Grout has been appointed to 
serve as short-term consultant in health education with the WHO 
Regional Office for Africa which is located in Brazzaville. Professor 
Grout will assist with further planning of health education activities 
in co-operation with the. WHO Regional Office and some of the 
Member States of Africa who have requested WHO assistance in the 
establishment and development of future health education activities. 
She is Professor of Health Education on the faculty of the School 
of Public Health, University of Minnesota, USA. 


WHO Cooperation with Unesco 


Miss Winifred Warden, WHO short-term consultant, completed 
preparation of a Unesco/WHO bibliography on school health 
education and teacher preparation in this field. This bibliography 
will be published by Unesco during the early part of 1962. Miss 
Warden is the Senior Lecturer in Health Education at the Institute 
of Education, London University. 

Professor Clair E. Turner has been appointed short-term WHO 
consultant to assist with the preparation of a future Unesco/WHO 
reference publication on health education in schools. This project 
represents still another important cooperative activity sponsored 
jointly by WHO and Unesco in follow-up of the Joint Expert Com- 
mittee on Teacher Preparation for Health Education, held in Geneva, 
Switzerland, in the Fall of 1959. This publication, when completed, 
will be published by Unesco. Professor Turner is the Chief Technical 
Adviser of the International Union for Health Education and has 
served previously on various WHO consultant assignments in health 
education. 


The WHO Regional Office for Europe in Copenhagen, Denmark, 
organized jointly with Unesco a European Symposium on the Pre- 
paration of Teachers for Health Education. This Symposium was 
held at Unesco Headquarters in Paris from 7 to 16 December. 
The main purpose of this Symposium was to stimulate the active 
participation of school teachers in health education by improving 
their preparation for this task. Some of the aspects discussed 
included: the health needs of the child, the content and methods 
of health education in the schools, healthy living in teacher training 
colleges and schools, and the preparation of teachers for health 
education. The participants taking part represented the fields of 
education, health and health education. 
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